


om 
pe- 
ian 
ese 
nly 
ite. 
ac- 
fig- 
are 

re- 
sts 
Ses, 
OUus 
Fec- 
‘ity. 
vith 
ited 
on- 
ynia 
ynia 


idi- 


IC- 

se- 
1 to 
10ds 
xpe- 


AL 


en 
ne 


AN 


M.S. 














OF THE 
Michigan State Medical Society 


THE JOURNAL | 











ISSUED MONTHLY UNDER THE DIRECTION OF THE COUNCIL 





Voi. 35 


ApriL, 1936 No. 4 








PERICARDITIS COMPLICATING SUBACUTE BACTERIAL 
ENDOCARDITIS 


WILLARD D. MAYER, M.D.+ 
DETROIT, MICHIGAN 


Subacute bacterial endocarditis is neither a rare nor unusual clinical condition and a 
voluminous literature has arisen regarding this entity since the original articles of Libman 
were first published. However, a rather remarkable and interesting phenomenon occurs 
in connection with this disease, that has always been a source of interest, in that with an 
evident general infection by non-hemolytic streptococci circulating actively in the blood 
stream, with at times numerous emboli lodging in various sites, secondary abscess forma- 
tion practically never occurs. This same organism (non-hemolytic streptococci) can and 


does cause many septic phenomena, as, for 
example, acute otitis media with secondary 
mastoid infection, lateral sinus thrombosis, 
postpartum infection, etc. Yet in a condi- 
tion with the chief source of circulatory 
activity, the heart, involved and apparently 
the center from which infective emboli orig- 
inate and are scattered rather promiscuously 
throughout the body, one rarely sees any- 
thing suggestive of pus formation. Some 
writers state that this is due to the low 
virulence of the germ involved, which may 
be a factor; however, this germ in associa- 
tion with subacute bacterial endocarditis 
nearly always causes death, and, further, it 
seems to resist any and all forms of sero, 
and chemotherapy that have been devised to 
attempt a cure. It has been suggested that 
the germs are in too few numbers to cause 
breaking down of tissues and abscess forma- 
tion, and likewise that the emboli in them- 
selves are sterile. However, at autopsy it is 
a common procedure to isolate non-hemo- 
lytic streptococci from cultures made directly 
from the vegetations upon the heart valves. 


‘Dr. Mayer is Associate Professor of Clinical Medicine, 
Wayne University; Associate Attending .Physician, Harper 
Hospital; Attending Physician, Detroit Receiving Hospital. 
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and it is portions of these same vegetations 
which can and do constitute the emboli. 

In the event that some purulent condition 
is found in connection with subacute bac- 
terial endocarditis, there is generally some 
other factor, as secondary invasion of the 
blood stream by some other organism or 
some co-existing lesion which in itself can 
have a purulent complication. 

The case which I wish to report in detail 
with autopsy findings, presented upon ad- 
mission, the usual findings of subacute bac- 
terial endocarditis and later developed ne- 
phritis with terminal uremia and pericarditis 
with effusion. There were physical signs of 
pneumonia at the left base which I believe 
were due to compression of the lung by the 
distended pericardial sac. It is regretted that 
cultures and smears were not made of the 
pericardial effusion and that studies were 
not made in an attempt to reveal its exact 
composition; however, Gram stains made 
from the pericardium disclosed Gram-posi- 
tive cocci and a few Gram-negative short 
chains. 
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Case Report 
J. G., female, white, aged thirty-eight, was ad- 
mitted to Detroit Receiving Hospital, July 16, 1933. 
Expired August 5, 1933. 
This patient was admitted to the hospital com- 
plaining of chills and fever of six weeks’ duration, 
during which time she had an average of two chills 


Fig. 1. Extensive masses of friable vegetations upon 
the aortic valves. 


per day. There was a loss of 10 pounds in weight. 
At the age of fourteen years she had a severe attack 
of scarlet fever and rheumatic fever. There were 
frequent sore throats until six years ago, at which 
time her tonsils were removed. Six months prior 
to admission she had swelling of the ankles. Dur- 
ing her stay in the hospital she ran an irregular 
temperature varying from 99 degrees to 105.4 de- 
grees. In addition she had severe chills. 

On physical examination the patient was found to 
be acutely ill, the skin was of a cafe au lait color 
approaching brown. Definite petechiz were seen in 
the left lower conjunctival sac. Tonsils had been 
well removed. Teeth in fair condition. The heart 
was enlarged, the left border being in the anter or 
axillary line and the right border at the right mar- 
gin of the sternum. At the apex were heard a 
presystolic and systolic murmur, the latter being 
transmitted to the axilla. A systolic murmur was 
also heard over the aortic and pulmonic areas. 
Along the left border of the sternum in the fourth 
interspace there was definite loud pericardial fric- 
tion rub. There was impaired resonance over the 
left base with diminished breath sounds. Subse- 
quently bronchial breathing was heard over this 
area. Blood pressure was 106/72. 

The spleen was not palpable nor did it percuss 
enlarged. The knee jerks were present. There were 
no tender nodules on the toes nor finger tips. The 
joints were neither painful nor swollen. 

The patient became profoundly ill. The pericardial 
friction rub persisted. Fresh petechie appeared and 
three days before death the patient became uncon- 
scious. 

Laboratory examinations —Urine: Sp. Gr. 1015. 
Albumin—trace. Sugar—negative. Microscopic—a 
few leukocytes. Occasional erythrocytes. 

Blood Cytology: Hgb. 5.6 gms., R.B.C. 2,490,000, 
W.B.C. 27,700. 

Polys. Nonfil. 6, Polys. Fil. 87, Baso. 1, Lympho. 5. 
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There was anisocytosis and poikilocytosis. The 
total N.P.N. on admission was 33.3, blood sugar 72. 
On August 4, 1933, the day before death, total 
N.P.N. was 200 mgs.; urea 295.6; uric acid 1i.4; 
creatinine 4.5. On August 5, N.P.N. was 200 mgs.; 
urea 410; uric acid 13.3; creatinine 5.2, platelet count, 
371,200. 


Fig. 2, The shaggy appearance of the heart is due to 
the marked fibrinous pericarditis. 


Kolmer and Kahn tests gave negative findings. 

Blood culture made July 21, 1933, showed a non- 
hemolytic streptococcus. 

A portable x-ray examination of the chest made 
on August 3 showed marked generalized enlarge- 


ment of the cardiac shadow suggesting a double 
mitral type of heart although pericardial effusion 
could not be ruled radiographically as a portable pic- 
ture in the prone position was taken. 

(Signed) Dr. KENNING. 


Electrocardiograph made July 26, 1933, showed 
sinus tachycardia and slight right ventricular pre- 
ponderance. 

The clinical diagnosis was: (1) Subacute bacterial 
endocarditis; (2) pericarditis with effusion; (3) 
terminal uremia. 

Autopsy report was as follows: 

External appearance: Subject is a normally devel- 
oped but emaciated, middle-aged, adult. white female. 
There is a brownish tint to the skin and many 
petechia, the largest being 1 mm., and are scattered 
over the neck and trunk. 

Thoracic cavity: 

The left lung lies free in the pleural cavity. The 
upper lobe is grossly normal but the lower lobe is 
non-air containing. It is firm and congested. The 
right lung shows a few recent adhesions in the apex 
and is grossly normal. The pericardial sac is dis- 
tended with 850 c.c. of brown fluid. The heart is 
enlarged and presents a shaggy appearance ot 
fibrinous pericarditis. It weighs 460 grams. The 
aortic valve measures &.5 cm. The cusps are mark- 
edly thickened and sclerosed. Extending around the 
base of the valves is a mass of friable vegetations, 
1 cm. wide. The mitral valve measures 7 cm. and 
shows evidence of sclerosis, especially marked in one 
area. The pulmonic valve appears normal except 
for one small vegetation about 2 mm. in diameter. 
The tricuspid valve measures 11 cm. and appears 
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normal. The left ventricle measures from 15 to 20 
mm. in thickness. The right ventricle measures from 
7 +0 10 mm. The coronary vessels are normal. The 
aorta presents a few whitish plaques but is other- 
wise normal. 

\bdominal cavity: 

The liver is of normal size and on section shows 
chronic passive congestion. The spleen is normal in 
size and shows multiple small infarcts. The kid- 
neys appear slightly smaller than normal and on sec- 
tion the cortex is pale. One kidney reveals an in- 
farct, about 1 cm. in size. The pancreas is grossly 
normal. The uterus is small and firm. A small cyst, 
about 1.5 cm. in diameter is felt on the right ovary. 
The left ovary is normal on palpation. 

Gross summary: 

1. Acute vegetative endocarditis of the aortic and 
pulmonic leaflets. 

2. Old rheumatic deforming valvulitis of the 
aortic and mitral valves (Aortic Stenosis). 

3. Fibrinous pericarditis with effusion. 


Duncan A. CAMERON, M.D., 
Resident in Pathology. 


Microscopic examination gave the following find- 
ings : 

Heart: There are many small areas of peri- 
vascular nodular aggregations of lymphoid and 
endothelial cells. There are small areas of fibrous 
tissue replacement about the blood vessels. 

Lung: The alveoli are filled with a fibropurulent 
exudate. 

Aorta: There is a fibropurulent exudate over the 
pericardial covering of the aorta. 

Aortic Valve: There is a considerable inflamma- 
tory cell infiltration, the cells consisting chiefly of 
mononuclears. There is a necrotic debris, fibrin and 
colonies of organisms deposited upon the valve and 
throughout this deposition there is an inflammatory 
cell infiltration. 

Mitral Valve: Mitral valve showed old rheu- 
matic valvulitis. 

Liver: There is a rather marked degree of chronic 
passive congestion. 

Kidney: Several small vessels contain emboli. 
There is also an area of infarction with many small 
abscesses within the necrotic tissue. 

Spleen: There are small areas of infarction with 
emboli and beginning necrosis of the pulp. Gram 
stains show huge colonies of cocci in clumps. 

Final Diagnosis: (1) Subacute vegetative aortic 
and pulmonic endocarditis, (2) old rheumatic de- 
forming valvulitis of the aortic and mitral valves 
(aortic stenosis) ; (3) subacute to chronic rheumatic 
fibrinopurulent pericarditis with effusion. 


OxssorNe A. Brines, M.D., 
Pathologist. 


Libman’ states: 


“Pericarditis is not a part of the clinical picture. 
It might well occur as the result of the presence 
of pneumonia or some other complication, or it 


might represent a mixed infection with rheumatic 
tever.” 


Blumer? in a review of 150 cases of sub- 
acute bacterial endocarditis states: 


“The pericardium does not, as a rule, show 
marked lesions. Obliteration of the pericardial sac 
Is recorded in 3.3 per cent of the autopsies, and an 
equal percentage shows varying degrees of hydro- 
pericardium. Subpericardial ecchymoses are com- 
mon, and acute or subacute pericarditis is noted in 
4.6 per cent of the records.” 

“The réle of infection, other than the original 
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sepsis, is not a striking one in subacute bacterial 
endocarditis. Nevertheless it is interesting to note 
that lesions denoting secondary infection are by no 
means unknown. Terminal bronchopneumonia is 
noted twelve times in the 150 autopsies, and this 
figure would doubtless have been larger if histo- 
logical examinations had been made in all cases. 
Lobar pneumonia is noted three times, pleurisy 
twelve times, and perihepatitis once. There are also 
inflammatory lesions which seem clearly to be ex- 
pressions of the embolic manifestations of the 
original sepsis, abscesses in the myocardium, ab- 
scesses in the lung, abscesses of the liver, acute peri- 
carditis, acute peritonitis, acute meningitis, tracheo- 
bronchial or intraperitoneal lymphadenitis and sub- 
cutaneous abscess. The autopsy bacteriology in most 
of the recorded cases is unfortunately too incom- 
plete to permit us to say definitely whether the 
original infection or secondary infection caused these 
focal lesions. Certainly from clinical experience it 
is reasonable to assume that in some instances death 
is due to terminal infection with organisms other 
than those causing the endocarditis; terminal ery- 
sipelas or terminal pneumonia for example. This, of 
course, might be expected from analogy with other 
protracted infectious diseases, such as leprosy or 
tuberculosis, the subjects of which not infrequently 
succumb to infection with more virulent organisms.” 

“The striking feature of the embolic manifesta- 
tions of subacute endocarditis as contrasted with 
these occurring in the acute form of the disease is 
the lack of suppuration. However, it is to be noted 
that in the 150 autopsies septic infarcts or focal 
abscesses were noted twenty-three times. Among 
twenty-four instances of pulmonary infarction there 
were three infarcts that suppurated, in 115-infarcted 
spleens suppurating infarcts were noted in sixteen, 
in sixty-four infarcted kidneys suppuration was 
noted twice and among thirty-five brains showing 
evidence of embolism two showed abscesses. As 
mentioned previously there were three instances of 
abscess in the heart muscle, and one or two instances 
of localized subcutaneous suppuration. Failure of 
the emboli in various organs to produce suppuration 
is, therefore, relative rather than absolute. indeed 
in certain instances where multiple infarcts were 
present in an organ some suppurated and others did 
not. Doubtless the explanation of this lack of sup- 
puration lies chiefly in the low virulence of the in- 
fecting organisms, but it may be due in part to the 
very small number of organisms present in some 
emboli and in part to individual peculiarities of 
tissue resistance. Letulle’s suggestion that we should 
speak of pyogenic individuals rather than pyogenic 
organisms, while perhaps an exaggeration, contains 
at least some elements of truth.” 


Thayer’ mentions “the striking rarity of 
pericarditis in streptococcal endocarditis, a 
point of considerable diagnostic significance. 
In the subacute series, pericarditis was ob- 
served in but 5.8 per cent.” In contrast to 
this figure he mentions acute fibrinous peri- 
carditis occurring in 60 per cent of the cases 
of acute rheumatic fever. 

Ophils,* in a study of forty-seven cases of 
subacute ulcerative endocarditis, found 
acute pericarditis in nine cases; it was 
suppurative in five and fibrinous in four 
cases. It is assumed that, this writer refers 
to the subacute bacterial group. 

De la Chapelle and Graef? describe a case, 
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the findings of which closely resemble those 
in the case which we have described. Their 
patient developed paroxysmal flutter during 
the active stage of subacute bacterial endo- 
carditis, persistent and almost uncontrollable 
epistaxis, and finally diffuse glomerulone- 
phritis, with absolute renal insufficiency 
causing death from uremia, and in associa- 
tion with acute serofibrinous pericarditis 
as a terminal event. The authors can find 
no proof in this case that the pericarditis 
was caused by the streptococcus viridans, 
nor can they deny that it might have been. 
They state that acute pericarditis is so rare 
in this form of endocarditis that its associa- 
tion with uremia seems to point to the lat- 
ter as the more logical cause. 

In this case they mention the occurrence 
of a fresh patchy lobular pneumonia and 
mention the possibility that the pericarditis 
might be related to the chest complication. 
This, however, they consider to be remote. 
They prefer to believe that the pericarditis 
described in this case was on a uremic basis. 


Summary 


1. A case is presented of subacute bac- 
terial endocarditis, complicated by pericardi- 
tis with effusion. 

2. Comment is made as to the possible 
etiology of pericarditis in subacute bacterial 
endocarditis. 


3. The rarity of purulent complications 
in subacute bacterial endocarditis is stressed. 


My thanks for valued suggestions in the prepara- 
tion of this paper are expressed to Dr. E. Libman 
of New York City, Drs. Flinn P. Morse and Osborne 
A. Brines of Detroit. 


510 Kresge Building. 
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A PRESENTATION OF CASES OF PANCREATITIS* 


EDGAR C. LONG, M.D., M.S.+ 
DETROIT, MICHIGAN 


The subject of pancreatitis is receiving more and more consideration in the literature. 
We are presenting seventy-one cases of pancreatitis which were admitted to Detroit Re- 
ceiving Hospital, Detroit, Michigan, in the past nine years. 

As shown in Table I, there were thirty-one cases of acute and forty cases of chronic 
pancreatitis. The clinical diagnosis of pancreatitis (either acute or chronic) was not ac- 
cepted unless the diagnosis was verified on the operating room or post mortem room table. 

Table II shows the race and sex distribution of the cases of acute pancreatitis. Sixty- 


one per cent of the cases occurred in males. 
This figure is at variance with the sex dis- 
tribution of most of the series of pancrea- 
titis cases that have been so far presented. 
In other series pancreatitis has had a greater 
incidence in females. 


TABLE I. CASES STUDIED 


Total cases of acute pancreatitis studied 
Total cases of chronic pancreatitis studied 


Total cases studied 

— the Surgery Service of the Detroit Receiving Hos- 
pital. 

+Dr. Long is a graduate of Wayne University College of 
Medicine (1930). He was an interne at the Detroit Re- 
ceiving Hospital (1930-31) and served as Resident in Pa- 
thology (1931-32), and Resident in Surgery (1932-35) at the 
Detroit Receiving Hospital. He received the degree of 
Master of Science in Surgery from Wayne University in 
1935. He is now Junior Attending Surgeon at Mercy Hos- 
pital, Monroe, Michigan. 
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Sixty-four per cent of the patients were 
in the fourth and fifth decades (Table II). 


TABLE II. RACE AND SEX DISTRIBUTION OF 


CASES OF ACUTE PANCREATITIS 
No. cases. Per cent 
White male 54.8 
White female 32.2 
Negro male 6.4 
Negro female 6.4 


TABLE III. AGE DISTRIBUTION OF CASES OF 


ACUTE PANCREATITIS 
Age No. cases Per cent 

20 to 29 years a 
30 to 39 years 32.2 
40 to 49 years 32.2 
50 to 59 years 6.4 
60 to 69 years 

70 to 79 years 
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‘his age incidence follows very closely the 
age incidence of gall-bladder disease. The 
youngest case was that of a twenty-four 
year old negress, while the oldest was a 
seventy-seven year old white man. 


TABLE IV. CHIEF COMPLAINT AS GIVEN IN 
THIRTY-ONE CASES OF ACUTE 
PANCREATITIS 
Te OE a kha neared acess 18 cases 
ee a rere ee re ee eee 4 cases 
Upper right quadrant pain................. 2 cases 
Abdominal pain (generalized)............. 2 cases 
a ere rere rs rrr 2 cases 
Nausea SG VOOM ... «2.66 ccc cb ees 1 case 
PIE i o3ir 5 5 45a otk oa RA CRS 1 case 
ern e ee ee ee 1 case 


TABLE V. ASSOCIATED COMPLAINTS AS GIVEN 
IN THIRTY-ONE CASES OF ACUTE 


PANCREATITIS 
Drees WEE WOTTON. 5. 5s cc ce cwvewcTe pens 22 cases 
Ee eee re 5 cases 
ee eer or 3 cases 
p | eer rer ere Ses reer cee ree 3 cases 
IL CC CREL AEN eek cee cea a tyes Seer rd a at ee ra 3 -cases 
Idiosyncrasy to fried and fatty foods...... 4 cases 
er rer errr rT metre 1 case 
ED ac i26 phe aTieE ea eXKE KAS KES 1 case 
WN Seg kusieb cos MECC e ar eee Read 1 case 
PONE GOORIN x dcccaicenw ie ceens seers 1 case 


Epigastric pain was the chief complaint 
in the largest number of cases (Table IV), 
being found in eighteen of the thirty-one 
cases studied. The associated complaint of 
nausea and vomiting (Table V) was most 
predominant ; however, constipation, idiosyn- 
crasy to fried and fatty foods, diabetes mel- 
litus, jaundice and hiccough were also note- 
worthy as associated complaints. 


TABLE VI. DURATION OF SYMPTOMS IN 
THIRTY-ONE CASES OF ACUTE 
PANCREATITIS 


8k er ee earn 3 cases 
13 ee i ie cpesukaterceovesceues 5 cases 
i s 2. eeerenrereeensCeS oes 3 cases 
oh, eS ne 7 cases 
a Se a re 2 cases 
POVOCEM) WOUUIIS aki ic ks vc cee ceenwcceces 4 cases 
I NE iy cua censcactceanas ends 2 cases 
WON CI oko edd ceeiwuevccacdevawaws 5 cases 


The duration of symptoms (Table VI) 
varied widely in this series from a few 
hours to several years. In the cases in 
which the symptoms had lasted for more 
than forty-eight hours the onset of the 
acute illness had been so gradual as to es- 
Cape the notice of the patients. 

The physical findings of abdominal ten- 
derness (either epigastric or generalized) 
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and abdominal distension were most impor- 
tant (Table VII), although shock and jaun- 
dice were occasionally found. 


TABLE VII. PHYSICAL FINDINGS IN 
THIRTY-ONE CASES OF ACUTE 


PANCREATITIS 

Tenderness and rigidity in epigastrium..... 9 cases 
Abdominal tenderness (generalized)....... 7 cases 
Abdominal distension (slight)............. 6 cases 
Abdominal distension (marked)........... 5 cases 
Tenderness and rigidity in epigastrium and 

signt Inypochondritms 2... 5.6652 60ceees's 4 cases 

EOE EMG ERE SS omen ale Ny 4 cases 
WEIN THI oni Kei calaleceweavan 4 cases 
eS SSS eee mr oe re 3 cases 
Tenderness in right hypochondrium........ 2 cases 


Tenderness in right and left hypochondrium 1 case 
Tenderness in epigastrium and left hypo- 
CI 6 65 kann sdcnasiibenmeenkens 1 case 


TABLE VIII. LABORATORY FINDINGS IN 
ACUTE PANCREATITIS 


A. White blood counts (23 cases) 


4000 to 10000 w.bic...... 5.6 c cece ccden 7 cases 
PERG 00 Le Wie icc icc ueecadans 9 cases 
pe ee ee 3 cases 
BA 0 FN WIEik sic ccc ctccccsees 3 cases 
OEP I Ns aici an kawscndasduce 1 case 
B. Urinalyses (19 reported cases) 
Dextrose 3 plus to 4 plus............: '. 7 cases 
Albumin plus to 3 plus................ 11 cases 
TO a es edayasaecese ean 3 cases 
C. Blood dextrose (11 reported cases) 

a re 4 cases 
Be oo bean cian ce enadene wad 1 case 
Pg a a 2 cases 
ee ino acs carn cdeenend eee 1 case 
i er err errors oe 1 case 
500 to 600 mgm......... gutace teas nahs 2 cases 

D. Non-protein nitrogen determination in 
four cases 
Be i i 5500 K6 shes Re 1 case 
LS rer ey rere 2 cases 
Fer 3 bk ck ke eheieiiaosas 1 case 
E. Icterus indices (reported in six cases) 

05.05 onbeckdceen da Weadeamenes 1 case 
Be Wins ost s sea neeweneesedtidvde 2 cases 
Gee Coos 5a onnknntedetssenacennt 2 cases 
ck SECT eT CT ee ee eee 1 case 

F. Serology (reported in 19 cases) 
PIN i553 shea des waanbeeesnaneaaees 2 cases 
PII iin ancsakasnaeaaensia neat 17 cases 


No reports were available in this series 
of the results of recommended tests for 
pancreatic damage such as the Cambridge, 
Wohlgemuth and Loewis tests. However, 
of the routine laboratory examinations 
(Table VIII), 69 per cent of the reported 
cases showed a definite leukocytosis. Thir- 
ty-six per cent of the urinalyses revealed the 
presence of dextrose, and albumin was pres- 
ent in 57 per cent. Of the eleven blood 
sugar determinations reported, 63 per cent 
showed elevation. Serology was positive in 
10 per cent of the cases. 
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Fat necrosis was present at operation in 
66 per cent of the operated cases (Table 
X). Enlargement of the pancreas was noted 
in 46 per cent and the presence of gall- 
stones in 46 per cent. 


TABLE IX. CLINICAL DIAGNOSIS IN CASES 
OF ACUTE PANCREATITIS 


ee ae eae 8 cases 
Cholecystitis and cholelithiasis............. 7 cases 
Pertorated Septic ulcetr... ....6 6500000500 4 cases 
EE, Sic oe Ss ited eavuweas 4 cases 
Acute intestinal obstruction............... 2 cases 
SE NEUEN 5 i5bs ociod Ss Saedaeaneees 2 cases 
ars ee 5 ak ial eee Caer eae 2 cases 
I lh Na a 2 cases 
OMA CINTAGSIS: os sos wack Sra aeeoeoaees 1 case 
TABLE X. OPERATIVE FINDINGS IN FIFTEEN 


CASES OF ACUTE PANCREATITIS 
No. cases Per cent 


PE ice aces cede eas canes 10 606.6 
Pancreas enlarged ........0.0.0.6. 7 46.6 
Gallstones present ................ 7 46.6 
Sanguinous fluid present........... 3 20.0 
Retroperitoneal hemorrhage ...... 2 13.3 
YE 5 ov kid vudwks iesadiness 1 6.6 


The operative procedure of choice was 
cholecystostomy and drainage of the abdo- 
men (Table XI). All the operative pro- 
cedures resulted in a high mortality. 


TABLE XI. OPERATIVE PROCEDURE AND 
RESULT IN ACUTE PANCREATITIS 


Im- Mortality 
Cases proved Died Per cent 
Cholecystostomy and 
drainage of abdomen 6 1 5 83.3 
Drainage of abdomen. 3 0 3 100.0 
Incision and drainage 
of pancreas ........ 2 1 1 50.0 
Cholecystectomy and 
drainage of abdomen 2 1 i. 50.0 
Cholecystostomy and 
incision and drain- 
age of pancreas..... 1 0 1 100.0 
Jejunostomy ......... 1 0 1 100.0 
~ Sie.crtuned es 15 3 12 80.0 


TABLE XII. ASSOCIATED PATHOLOGY IN 
ACUTE PANCREATITIS 


SEE COT TOT a Een 8 cases 
Chronic interstitial pancreatitis............ 6 cases 
Chronic cholecystitis without cholelithiasis 3 cases 
I ree ere are here ay ae 3 cases 
Annular pancreas with chronic interstitial 
A Te ee ee Teen re 1 case 
Ampulla of Vater surrounded by edema... 1 case 
Reptured wastric tilcer.... 2.0.06 06ci ccc ees 1 case 
Ruptured duodenal ulcer.................. 1 case 
Thrombosis of pancreatic vein............. 1 case 
PIMONGICER BOGCEES «5 5 ols eke ce ees 1 case 
No associated pathology ........ 006.0500 8 cases 


+Case reported by Dr. Osborne A. Brines, Ann. Surg., 
92:241, (Aug.) 1930. 
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Gall-bladder disease was the most com- 
mon associated pathology in the thirty-one 
cases (Table XII). Evidence of previously 
existing chronic interstitial pancreatitis was 
seen in six of the cases. However, there 
were eight cases in which no associated 
pathology could be found. 


TABLE XIII. PATHOLOGICAL CLASSIFICATION 
OF CASES OF ACUTE PANCREATITIS 


Acute hemorrhagic pancreatitis............ 15 cases 
re 7 cases 
Acute suppurative pancreatitis............. cases 
Acute pancreatic necrosis.........ccecceeees 3 cases 
ADOCUSSES Mh PONCTONE sooo k ce cis cckecies 1 case 


TABLE XIV. MORTALITY IN ACUTE 


PANCREATITIS 
CT) TOR) IY 5ikss-c ete caeeeeeennasd 90.3% 
Expired: 28 cases 
Improved: 3 cases 
(2) Mortality in 15 operated cases.......... 80.0% 
Expired: 12 cases 
Improved: 3 cases 
(3) Mortality in 16 unoperated cases....... 100.0% 


The mortality of 90.3 per cent (Table 
XIV) is inexplicably high. The mortality 
(80.0 per cent) of the fifteen operated cases 
is only relieved by comparison with the 
100 per cent mortality of the sixteen un- 
operated cases. 


TABLE XV. SEX DISTRIBUTION OF CHRONIC 


PANCREATITIS 
| reer rrr err rr 23 cases 56.5% 
WE 5. ew ov cdeichecdatiees 17 cases 42.5% 


TABLE XVI. AGE DISTRIBUTION OF CHRONIC 


PANCREATITIS 
Age No. cases 

Me MN - .ciduccu Kucwaeeelaaerey sehen 

RE ree re ee nr eee y 4 
ET CEC ee ere 9 
ee NS 6.15 ee ROE 4 
a so oink cate iendeaecacees rae, 
PE Ni 65 08S LK EO 9 
ee re ee eee er 6 


TABLE XVII. CHIEF COMPLAINTS IN CASES 
OF CHRONIC PANCREATITIS 


ee rT mer rane ree 10 cases 
Abdominal pain (generalized)............ 4 cases 
ID iy aculnina Pye n ed aco eabeee eee 4 cases 
DNR pe te ea dh wis he Ls react ie Moa ae A akeel 3 cases 
ee renee er ee eee ee 2 cases 
Navsea and vomiting.........0.0066s0000% 2 cases 
i ELE OO PTT OLE eee TS 2 cases 
Sr eee eee ere Se ee ee er 2 cases 
Epigastric pain referred to back........... 1 case 
ENE SRN 6 bag vn pi eh ce KER oRww seek 1 case 
Pain in upper right quadrant.............. 1 case 
Paralysis Gt D0Gh 1668. oo 5 cc cscciewcssess 1 case 
Rs le I 6 oko orn xen ERS 1 case 
Lower abGCMIIEl PUI... .. 06 c cds cccuw ees 1 case 
| ee oh ere eee Dery errr 1 case 
CII. ii uaroteavces nee shad or eRets 1 case 
Bleeding from all body orifices............ 1 case 
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PANCREATITIS—LONG 


Of the forty cases of chronic pancreatitis, 
twenty-three occurred in males (Table XV). 
The age distribution varied within much 
wider limits than acute pancreatitis (Table 
XVI). The youngest case was that of lu- 
etic pancreatitis occurring in a congenital 
luetic twelve days old. 

Epigastric pain (Table XVII) was the 
chief complaint in chronic pancreatitis as it 
was in acute pancreatitis. Tenderness in 
the epigastrium or upper right quadrant, 
along with abdominal distension, jaundice 
and liver enlargement were the most prom- 
inent physical findings (Table XVIII). 


TABLE XVIII. PHYSICAL FINDINGS IN CASES 
OF CHRONIC PANCREATITIS 


Moderate abdominal distension............ 7 cases 
Epimastric tOm@Grmess . 2... ccc ccc cc ccedes 6 cases 
eg ere ee er eee eee ere 6 cases 
py et OE rrr ee Te ree 6 cases 
Tenderness in upper right quadrant....... 5 cases 
Generalized abdominal pain............... 4 cases 
fey ey ee ree Ty ee mn 2 cases 
Tenderness in upper right and upper left 

INE 4549-059 5.699-045400555640500 5583 1 case 
Tenderness in upper right quadrant re- 

ferred to epigastrium................08. 1 case 
Tenderness in upper left quadrant......... 1 case 
No SUOrminel RAGWIS. «.. odo cons peceeccs 13 cases 


TABLE XIX. LABORATORY FINDINGS IN 


CHRONIC PANCREATITIS 
A. White blood count (thirty-one cases 


reported ) 
oe re 11 cases 
Pi | 2 | re 9 cases 
TD.0OG te Ba WARE... 5 5 5. occ cca ccceces 8 cases 
Bt 0 Ze Wc ns oon ec ccn sev sess 0 cases 
Dae 00 FOTO WIE 6 oo occ ccc ceiccsce 3 cases 
B. Urinalyses (twenty-four cases reported) 
Albumin—1 plus to 4 plus.............. 18 cases 
Albumin—negative ..............00006- 6 cases 
Dextrose—1 plus to 4 plus............. 6 cases 
Dextrose—negative ..........eccecceees 18 cases 
C. Blood dextrose (ten cases reported) 
|) rere ee eee 4 cases 
Mee We Ss fo sidcdinseaneaencass 1 case 
ke eer re rr rere 1 case 
Cok fee eer ere 2 cases 
gd ET rT er 2 cases 
D. Non-protein nitrogen determination (five 
cases) 
, ee 8 ae eee ere 2 cases 
WP A 6 5k Skah cdneenaineeen 2 cases 
5 8b essa hess 1 case 
E. Icterus index (five cases reported) 
BO coy 55s sarod ea cekeweankeee 1 case 
S23 Serer perrre rr Creates 1 case 
th ky CE EET Ce TT er Tee torre Te 1 case 
og, he ECT TT Te 1 case 
OO sical cece ees ss eeueaeann ei kes 1 case 
F. Serology (twenty-six cases reported) 
bn a, ene 6 cases 23.0% 
eee 20 cases 77.0% 


The routine laboratory findings showed 
a definite leukocytosis in 64 per cent of 
cases (Table XIX). Seventy-five per cent 


of urinalyses revealed the presence of albu- 
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min while 25 per cent showed dextrose pres- 
ent. Blood dextrose determinations were 
made in ten cases showing elevation above 
normal in 60 per cent. In twenty-six cases, 
serology was positive in 23 per cent. 
Eleven patients having chronic pancrea- 
titis were operated upon (Table XX). En- 
largement of the pancreas was noted in six 
cases and chronic cholecystitis in four. 


TABLE XX. OPERATIVE FINDINGS IN ELEVEN 
CASES OF CHRONIC PANCREATITIS 


I I iiiic 6 i iavennndiseeiens 6 cases 
Fg, ee 4 cases 
I ihe els bwhsntiaa na enka wee 3 cases 
Chronic duodenal ulcer................... 1 case 
ee 1 case 
Sanguinous fluid in abdomen.............. 1 case 


TABLE XXI. OPERATIVE PROCEDURE AND 
RESULTS IN CHRONIC PANCREATITIS 


Im- Mortality 
Cases proved Died Percent 
Drainage of abdomen 3 1 2 66.6 
Abdomen closed with- 
out drainage........ 3 y 1 Kx 
Posterior gastro- 
jejunostomy ........ 2 0 2 100.0 
Cholecystectomy ...... 1 1 0 0.0 
Choledochostomy ..... 1 0 1* 100.0 
Cholecystectomy and 
choledochostomy 0 0.0 
ee x44 sdk 11 5 6 54.5 


TABLE XX. ASSOCIATED PATHOLOGY IN 
CHRONIC PANCREATITIS CASES 


eT 9 cases 
Generalized tuberculosis .................. & cases 
| a 7 cases 
DEIN oe oid ok ks ks eeoes eu eneweais 5 cases 
fe: rae 2 cases 
Acute ulcerative typhlitis.................. 1 case 
GemipremOus StOMIBETES . 2. 2... 5.6 cece ewes 1 case 
Chronic duodenal wicer...............6.2.. 1 case 
CPU NINES WE iiss dive cs cwcveceves 1 case 
CO Me Me ov cae cdccciesctsens 1 case 
ee eee eT ee eee 1 case 
Obstruction to pancreatic duct............. 1 case 
IIS oh dk dceindeneedennccaeeds 1 case 
pT OR eee ES TET TTC mt 1 case 
ee ee ee ere 1 case 
No associated pathology..............s.0. 3 cases 


TABLE XXIII. PATHOLOGICAL CLASSIFICATION 
OF CHRONIC PANCREATITIS 


Chronic interstitial pancreatitis............ 31 cases 
Chronic tuberculous pancreatitis........... 7 cases 
Chronic luetic pancreatitis................ 2 cases 

S| ee ere er rT ear 40 cases 


In Table XXII it is interesting to note 
that chronic cholecystitis was the most com- 
mon associated pathology. Peptic ulcera- 
tion or inflammation was found in four 
cases or 10 per cent. 
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ACHLORHYDRIA: ITS CLINICAL SIGNIFICANCE AND 
MANAGEMENT 


C. EMERSON VREELAND, M.D.+ 
DETROIT, MICHIGAN 


The term “achlorhydria” is not synonymous with and should not be used as a substitute 


for the term “achylia gastrica.” 


Achlorhydria means the absence of free hydrochloric 


acid, with decreased gastric secretion, but with the ferments, pepsin and rennin retained. 
Achlorhydria occupies the mid-stage between hypochlorhydria and true achylia gastrica. 


Both gastric ferments, free hydrochloric acid, 
analyzed are lost in achylia. Thus we find 
stage of gastric secretory depression. 

There are two very distinct viewpoints 
regarding achlorhydria. First, that it rep- 
resents an extreme depressive functional 
variation of the secretory activity of the 
stomach. Second, that it is a distinct patho- 
logical entity, in which an organic atrophy 
of the mucous membrane of the stomach is 
the outstanding feature. 

Hanfield Jones” first described “Atrophy 
of the Gastric Mucosa,” in 1854. Fenwick” 
pointed out the relationship of gastric atro- 
phy to pernicious anemia in 1880. Ewald,” 
in 1886, by the use of his test meal first 
noted the absence of gastric acidity and 
ferments, and demonstrated atrophy and 
chronic inflammation of the mucous mem- 
brane in an autopsied case. Rehfuss,*° in 
1915, by the method of fractional test 
meals, showed that there were true and false 
achylias. 

Many clinicians have found cases of 
achlorhydria which have returned to normal 
secretion after a few months or a year, 
while Einhorn’® reports one case returning 
to normal after five years. 

The importance of achlorhydria is shown 
by its frequency. Hurst*® showed in a series 
of 325 consecutive fractional test meals that 
complete achlorhydria was present in 10.5 
per cent. Eggleston? found 276 cases 
(10 per cent) of achlorhydria, among which 
1.2 per cent were true achylias. Bennett 
and Ryle* found achylia in 4 per cent of 
young adults. | 

Achlorhydria occurs with equal frequency: 
in both sexes. 

There is often a striking familial inci- 
dence. I have records of achlorhydria oc- 





tDr. Vreeland graduated from the University_of Michigan, 
obtaining his B.S. degree. He graduated from Rush Medical 
School, Chicago, in 1911. He was instructor in Medicine, 
University of Chicago, 1913-1915. He has been Chief of 
the Gastro-Intestinal Department of Medicine, Grace Hospi- 
tal, Detroit, since 1916. He has lectured for several years 
in the Department of Post-Graduate Medicine, University 


and some intrinsic factor as yet not fully 
true achylia representing the extreme end 








of Michigan. 
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curring in two and three generations. Mar- 
tius’”® found the condition in three children 
of a patient who died of Addison’s anemia. 
Weinberg” examined the children of twelve 
patients suffering from pernicious anemia 
and achylia and found that nine of the 
aggregated twenty-two children had achylia. 

The age incidence of fifty-six cases, com- 
piled by Faber and Lange,* is of clinical 
significance. 


Age—years No. cases 
2 SR Ea reer ee 
Dirck cwinieewenhenw’ 2 
a, SET rere 7 
GLb radaneeanae 11* 
ere ee 19* 
I sci ccecee eice Rowen 11* 
eT re er er 4 
ket coacantend 56 


True achlorhydria is usually classified as 
simple or secondary. The simple type is 
thought to be of congenital origin, and the 
secondary type is supposed to be secondary 
to or associated with chronic debilitating 
diseases. In all truthfulness, the causes of 
all types of achlorhydia are certainly not 
known, which accounts for so many theories 
regarding it. 

The simple type is said, by most writers, 
to be secondary to the depressive neuroses 
and neurasthenia, but since fractional gas- 
tric analyses were not made routinely be- 
fore onset of nervous depressions, the 
achlorhydria may have preceded the nervous 
involvement or accompanied such symptoms, 
with some primary etiology as the cause of 
both. Much evidence will be presented 
later in support of the theory that the lat- 
ter supposition may be correct. It is already 
a known fact that many cases of achlor- 
hydria and achylia have been diagnosed 


*About 80 per cent were between forty and seventy years. 
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years in advance of the onset of the typical 
blood picture of pernicious anemia, and in 
advance of later developing chronic chole- 
cystitis. 

Consider now the secondary type of 
achlorhydria and with what diseases it is 
commonly associated. First there are the 
definite organic diseases of the stomach 
itself; gastric carcinoma, gastritis, gastric 
syphilis, and tuberculosis, and subtotal gas- 
trectomy. 

Next there is the group of chronic debili- 
tating diseases associated with achlorhydria, 
the causes of which are often vague or 
mixed, such as toxic, metabolic, chronic in- 
fections, mineral deficiencies or ductless 
gland deficiency or imbalance. This group 
of diseases are nephritis, diabetes, pernicious 
anemia, pulmonary and visceral tuberculosis, 
alcoholism, hypothyroidism, chronic arthri- 


tis, epilepsy, and parathyroid disease. 


Carlson and Keeton’ found after experi- 
mental parathyroidectomy that the quantity 
of gastric juice was lessened or entirely sup- 
pressed. They injected calcium salts, which 
caused a return of gastric secretion. Crohn*® 
states that the adrenal glands play a role 
in achlorhydria which, today, is little un- 
derstood. Permin®® found achylia in 75 per 
cent of cases of pulmonary tuberculosis. In 
chronic nephritis, Krakow”? found an inci- 
dence of 30 per cent. Faber and Lange 
found 25 per cent of achylia in diabetes. 
I believe my records will show fully 25 
per cent in cases of hypothyroidism with 
obesity, while the number of cases of achlor- 
hydria among patients with the symptom- 
triad of obesity, hypothyroidism, and sacro- 
iliac tenderness is very great. Felsen’ 
found complete absence of free acid in 5 per 
cent of epileptics examined. 

The third group of diseases associated 
with achlorhydria might be classed as the 
infections group, with or without a nutri- 
tional and mineral deficiency or imbalance. 
Chief among these conditions are chronic 
cholecystitis, chronic intestinal infections 
and parasitic cases, dibothriocephaluslatus, 
sprue and pellagra. 

Jacobson®® found achlorhydria in thirteen 
out of thirty cases among children with 
chronic intestinal infections. Bastedo? re- 
ports two patients having sprue with achylia, 
who died, both showing typical blood pictures 
Ol pernicious anemia. Faber’ believes that 
intestinal bacterial infections and toxins play 
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an important role in the production of 
achlorhydria and achylia, an inherited pre- 
disposition supplying a constitutional sub- 
strate for its development. 

The regular occurrence of achlorhydria, 
followed soon by a complete achylia in cases 
in which partial gastrectomy has been per- 
formed for ulcer, and in which the whole 
acid-bearing fundus and body of the stom- 
ach remain intact, is the most recent and 
probably the best evidence that achylia re- 
sults not from organic changes in the mu- 
cosa but from an interference with the func- 
tional nervous control of gastric secretion. 
This achlorhydria occurs immediately after 
the operation, providing the antrum and 
particularly if the incisura angularis has 
been resected; it occurs before a chronic 
gastritis has had sufficient time to become 
established. These cases present the spec- 
tacle of normal acid-producing cells in the 
surviving portion of the stomach and yet an 
achylia both of acid and of ferments; it 
offers a final refutation to the argument of 
the pathologists that all cases of achylia 
result from and follow chronic atrophic gas- 
tritis. 

Now that we have a fairly complete list 
of the diseases accompanying or preceded 
by achlorhydria, let me point out as many 
factors as are known common to most of 
them. In this way, the true clinical sig- 
nificance of the condition should be made 
more apparent. 

Hypercholesteremia occurs regularly in 
cases of diabetes and, following the experi- 
mental removal of the pancreas, Gray and 
Rabinowitsch™” suggest that the degree of 
cholesteremia is a more satisfactory index 
of the severity of the diabetic condition 
than is any one of the other factors. The 
administration of insulin is rapidly followed 
by a drop in plasma cholesterol. 

Lipemia is commonly observed in all types 
of chronic nephritis. Hypercholesteremia is 
a constant manifestation in lipoid nephrosis 
(Epstein’s). Blood cholesterol of 700 to 
900 mg. per 100 c.c. are common and as 
high as 2200 mg. have been noted, whereas 
normal blood cholesterol ranges from 140 
to 200 mg. per 100 c.c. 

In most cases of hepatogenous jaundice, 
both obstructive and non-obstructive, the 
blood cholesterol is abnormally high. It oc- 
curs in cholecystitis, catarrhal jaundice and 
acute hepatitis. 
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Moderate increased blood cholesterol oc- 
curs regularly during the course ot normal 
pregnancy, reaching a maximum at term. 
Clinically, the onset of gall-bladder symp- 
toms and sacro-iliac distress frequently fol- 
lows pregnancy. 

Hypothyroidism is rather constantly as- 
sociated with an increase in blood lipoids, 
the degree of hypercholesteremia being 
roughly proportional to the diminution in 
the basal metabolic rate. A return to nor- 
mal usually follows the administration of 
thyroid extract. Clinically again we see 
associated hypothyroidism, obesity, sacro- 
iliac joint involvement and lowered blood 
pressure. Hypothyroidism also appears in 
several members of a family, and through 
several generations, as does achlorhydria. 
Note that plasma cholesterol in hypothyroid- 
ism is reduced by thyroid gland substance, 
while in diabetes it is reduced by insulin. 
Then, remember, that originally the hypo- 
thyroidism was due to iodine deficiency dur- 
ing the growth period, or it began im utero 
from the maternal iodine deficiency. 

Xanthomas, commonly associated with 
diabetes, nephritis, jaundice, and chronic 
cholecystitis, constantly show high blood 
cholesterol. All of these conditions are 
commonly achylic. Pellagra, another disease 
showing a high incidence of achlorhydria, 
produces skin lesions, too, and its cause iS 
food deficiency or imbalance plus some low 
grade infection. 

Strange to say, the plasma cholesterol is 
uniformly low in pernicious anemia, and this 
is also true of grave secondary anemias. 
The explanation of this is thought to be 
dependent upon some abnormality of retic- 
ulo-endothelial function. 

Blood calcium and phosphate disturbances 
are frequently seen among the diseases ac- 
companied by achlorhydria. The outstanding 
physiologic effect of the administration of 
active extracts of the parathyroid glands is 
an increase in the calcium concentration of 
the blood serum. Because of the fact that 
calcium exists in the body chiefly in the 
form of calcium phosphate it is obvious that 
either one of these elements cannot be sig- 
nificantly affected without simultaneously 
involving some change in the other. Collip 
believes that the physiologic action of the 
parathyroid hormone is to regulate calcium 
metabolism and to maintain it at a definite 
level, even at the expense of the bones if 
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necessary. The production of this char- 
acteristic effect is dependent upon the pres- 
ence of an adequate supply of vitamin D, 
in the absence of which the injection of the 
parathyroid hormone may fail to produce 
an increase in the serum calcium concentra- 
tion. Normal blood calcium ranges from 
9 to 11 mg. per 100 c.c. and blood phosphate 
ranges from 3 to 4.5 mg. per 100 c.c. 

Hypocalcemia is present most frequently 
in the following diseases and conditions: 
hypoparathyroidism, celiac disease, sprue, 
nephrosis, nephritis, osteomalacia, vitamin 
D deficiency, pregnancy and alkalosis. 

Apparently many cases of achlorhydria 
are associated with diseases which are re- 
lated closely to vitamin deficiency, deficien- 
cies of calcium, phosphorus, and iodine me- 
tabolism, and the faulty metabolism of 
cholesterol. The physiological effect of in- 
sulin and thyroid gland extract on choles- 
terol metabolism is shown also, and prob- 
ably the over-balancing of too much fat and 
carbohydrate to the proportion of proteins, 
minerals, vitamins, raw fruits and vege- 
tables, and whole grains may aid in produc- 
ing lipemia. 

Studies of the average American dietary 
have shown that the content of the food in 
minerals often falls far below the calculated 
optimum and sometimes below the mini- 
mum. A striking example of this is the 
failure of many dietaries to furnish suf- 
ficient calcium and phosphorus. The sev- 
eral mineral elements are not interchange- 
able. Each has its own place in metabolism 
and substitution is not possible. The most 
beneficent effect is exerted by calcium. A 
synergistic influence of calcium is exhibited 
toward iron; for with an abundant intake of 
calcium, the organism can maintain equi- 
librium on an appreciably small supply of 
iron. Calcium is able to correct inorganic 
imbalance in either direction, and it nullifies 
the deleterious influence of sodium, potas- 
slum or magnesium. Just as calcium regu- 
lates an equilibrium with iron, Hart and 
Steenbock*® found that rats suffering from 
nutritional anemia can utilize iron for build- 
ing hemoglobin only when this element 1s 
supplemented by minute amounts of copper. 
Then Myers and Beard” observed that not 
only copper but several other metals as well, 
manganese, nickel, and arsenic, each have a 
supplementary effect om hemoglobin regen- 
eration. 
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Sherman” studied 150 American dietaries 
and calculated from them 14 to 20 mg. of 
iron intake daily—just the minimum re- 
quirement. 

Sherman also found the minimum cal- 
cium daily requirement to be 1 to 1.5 
grams, and that many dietaries do not con- 
tain that amount. Under ideal conditions, 
growing children are said to require from 
three to four times as much calcium per 
kilogram of body weight as is required for 
men. Calcium is concerned with the physi- 
ology of nerve conduction and stability, and 
probably in energy exchange of muscle con- 
traction. Since the cases of achlorhydria 
simplex are mostly seen in the depressive 
neurosis and nervous instability, an inade- 
quate supply of, or inability to assimilate 
enough calcium could easily be one of the 
fundamental causes. Phosphorus was found 
to be deficient more commonly than calcium, 
and works in combination with calcium. 
Furthermore, gastric parietal cells are cred- 
ited with the ability of causing a chemical 
reaction between the dehydric sodium phos- 
phate of the blood and the sodium chloride 
of the mucosa, freeing hydrochloric acid in 
the stomach. The average amount of free 
hydrochloric acid secreted daily is about 
1500 c.c. Certainly any lack of phosphorus 
supply or metabolic failure of utilization of 
phosphorus would have a profound influence 
regarding achlorhydria. Phosphorus is found 
in organic union with proteins, fats and car- 
bohydrates. It aids in the work of all glands 
and particularly in the mammary and sexual 
glands. 

McCollum** makes the broad statement 
that faulty diets do not often produce sud- 
den and graphic consequences; the results 
are slow, insidious and difficult to recog- 
nize. Dietary deficiencies are usually mul- 
tiple, and the resulting clinical picture is 
correspondingly obscure. 

McCarrison” attributes the great amount 
of digestive disease experienced by civilized 
people to their refined diets. He tells of 
the magnificent physique, the robust health, 
the long preservation of youth and nervous 
stability seen among tribes in the Himala- 
vas, which he credits to their diet of milk, 
eggs, whole grains, and raw fruits and vege- 
tables; he saw no appendicitis, peptic ulcer 
or nervous digestive disorders among these 
people. The vague but insistent digestive 
complaints of gastro-intestinal invalids may 
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be the expression in a milder tone of the 
same nutritional faults which, in beriberi 
and sprue, lead to loss of intestinal neuro- 
muscular control and assimilative powers 
and to other distressing symptoms of dis- 
ease. The failure of good nutrition leads 
to instability of the nervous system and 
emotional imbalance. 

Resistance to infection is definitely related 
to good nutrition. McLester” observes that 
children from parents suffering from malnu- 
trition are deficient mentally and physically, 
and that this may be carried through a few 
generations, until they even fail to perpetu- 
ate themselves. Luther Burbank, in his 
monographic work on heredity, states the 
same thing and projects the idea far be- 
yond the first generation into the environ- 
ment ot centuries. He says: 


“There are really, after all, only two main in- 
fluences which we need to direct, in order to change 
and control the characteristics of any individual 
thing. The first of these is environment. Rains, 
snows, fogs, droughts, heat, cold, wind, soil, food, 
shade, sun, light, air, animal, plant, or human neigh- 
bors and a thousand other factors are the elements 
of environment—some pulling one way.and some 
pulling another, but each with its definite, though 
sometimes hardly noticeable, influence on the indi- 
vidual. The second influence is heredity, which is 
the sum total of all of the environments of a com- 
plex ancestry, back to the beginning.” David Starr 
Jordan of Stanford University supported Burbank’s 
belief when he said, “A knowledge of Mendelism 
is recognized as only the ABC to the broader 
knowledge of heredity necessary for success in 
animal and plant improvement, and all variations and 
all mutations of every nature are responses to 
environment which, by repetition and combination, 
are slowly but surely fixed in heredity and at last 
made tangible either by nature or that part of 
nature called man.” 


So many observers have noted the famil- 
ial or hereditary tendency of achlorhydria 
as well as the same tendency in families 
suffering from the diseases associated with 
achlorhydria, viz., pernicious anemia, dia- 
betes, nephritis, gall-bladder disease, hypo- 
thyroidism, etc., that | wish to emphasize 
that heredity is only the sum total of genera- 
tions of ancestral environment, and, as re- 
lated to achlorhydria, this environment of 
the past probably multiplied many factors of 
mineral, vitamin, and food deficiencies or 
imbalance, together with overeating, under- 
exercising, nervous strain, and many other 
things. 

There are many common factors associ- 
ating the diseases, pellagra, sprue, and per- 
nicious anemia. We are chiefly concerned 
with the achlorhydia. But in addition they 
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usually show the sore mouth, red tongue, 
and diarrhea. Other gastro-intestinal symp- 
toms are present. Pellagra and pernicious 
anemia present marked nervous and cord 
symptoms at times, while sprue and _ per- 
nicious anemia give a similar grave blood 
picture. Note particularly that some de- 
ficiency factor is thought to be present in all 
three conditions. 

In pellagra, three views have been ex- 
pressed: first, that it is of an infectious na- 
ture; second, that it is a deficiency disease; 
third, that an infection attacks people who 
have a general malnutrition and a specific 
form of nutritional failure. Goldberger*® 
finds the specific deficiency to be the heat- 
resistant fraction of vitamin “B,” now called 
vitamin “G.”” He prevented recurrences of 
the disease by liberal feeding of milk, eggs, 
and meat. Later refinements to the curative 
diet have been raw vegetables and fruits, 
liver substance and yeast. 

Sprue has frequently been confused with 
pellagra, and E. J. Wood* suggests that it 
is identical with pernicious anemia. Ash- 
ford’ believes the Monilia infection becomes 
pathogenic only when there has been a pre- 
ceding digestive deficiency. Milk is the out- 
standing food to correct the diet deficiency, 
but liver and liver extract are greatly bene- 
ficial. Raw fruits are beneficial, and es- 
pecially strawberries. In common with some 


of the achlorhydria diseases showing in-. 


creased blood cholesterol, the sprue diet 
shows best results when the fats and car- 
bohydrates of the diet are reduced. Thomas 
Brown* has shown that achlorhydria of 
sprue is frequently accompanied by a de- 
crease or loss of the pancreatic ferments. 
Castle® discovered that beef protein, which 
had been digested in the normal stomach 
and then regurgitated, can then be fed to 
the pernicious anemia patient with the same 
striking benefit that accompanies liver feed- 
ing, and, associating this with the unfailing 
achlorhydria of this disease, he has evolved 
an attractive theory. He assumes that per- 
nicious anemia is a deficiency disease due to 
the lack of two substances, an intrinsic and 
an extrinsic factor. The former is present 
in the stomach of the normal person but is 
missing from the stomach of the patient 
with pernicious anemia; it is distinct from 
pepsin and hydrochloric acid, and is not to 
be found in the saliva or the duodenal 
contents. This substance in the normal 
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process of digestion produces from the food 
(beef muscle especially) some split-product 
which is essential to health. This product 
is the extrinsic factor. It is lacking in per- 
nicious anemia because the source of its 
production, the intrinsic factor, is missing 
from the patient’s stomach. The achlor- 
hydria or achylia would appear, then, to be 
merely the accompaniment of some more 
ultimate gastric defect which in itself is the 
cause of the disease. Following Castle’s 
work, Sturgis and Isaacs** experimented 
with dried defatted extract of whole hog 
stomach and found that daily feedings of 
15 gm. to 30 gm. produced active and 
prompt response in the treatment of 39 per- 
nicious anemia patients. This substance is 
called ventriculin. . 

Recently, Morris** and his co-workers 
have been able to concentrate a fraction 
from the gastric juice of men, swine, and 
dogs, which, when injected intramuscularly, 
produces prompt remissions in pernicious 
anemia. Richter, Joy, and Kim* have dem- 
onstrated the absence of the “specific’’ anti- 
anemic substance in the liver of a patient 
suffering from pernicious anemia. 

Shiff and Tahl*? showed marked improve- 
ment in the diarrhea and gastro-intestinal 
symptoms of pernicious anemia patients by 
the use of desiccated hog’s stomach, but 
could not induce a return to normal gastric 
acidity by its use. Colonic peristalsis was 
stimulated. The hog’s stomach extract was 
tried in cases of achlorhydria accompanying 
intestinal infections, chronic cholecystitis, 
and tuberculosis with marked clinical im- 
provement in the gastro-instestinal symp- 
toms and diarrhea, but again failed to re- 
store the stomach acids to normal. 

Explanation of the causes of achlorhydria 
and why it is associated with so many dif- 
ferent groups of diseases could be made in 
several different ways. The preceding data 
bring together practically all that is defi- 
nitely known about it at the present time, 
yet the near future may bring an immediate 
clear solution to the whole problem. Until 
such a solution is finally made, it would 
seem most logical to assume the following: 
Achlorhydria occurring with gastritis, car- 
cinoma, syphilis, and tuberculosis of the 
stomach is the direct result of chronic in- 
flammation and atrophy of the gastric mu- 
cosa. When it occurs with nervous in- 
stability and emotional imbalance, it may be 
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temporary or permanent, but both the achlor- 
hydria and the nervous depression are due 
to a general nutritional deficiency or im- 
balance, either mineral, vitamin, or protein, 
any of which may affect the ductless glands. 

In the more chronic group of associated 
diseases, the lowered resistance has become 
more marked because achlorhydria appears 
more frequently in older individuals, and be- 
cause they may represent several generations 
of inherited mineral or other deficiencies. 
Such lowered resistance permits the inva- 
sion of various infections, which vary with 
different climates and races of people. The 
group of achlorhydrias among the diseases 
with high cholesterol in the blood plasma 
probably have the same nutritional deficien- 
cy background, with subsequent chronic in- 
fection, but in addition probably over-eat 
foods rich in fats and starches, and at the 
same time under-exercise. The chief de- 
ficiencies in minerals are of calcium, phos- 
phorus, iodine and iron, but to a lesser de- 
gree, copper, manganese, and sulphur. All 
of the vitamins may be deficient unless we 
make special effort to obtain an abundance 
of milk, eggs, liver, whole grain products, 
raw vegetables, fruits, and butter, and then 
supplement this during the winter months 
with cod liver oil, or the irradiated food 
products. We must get away from foods 
that are too refined. 


Because of the great frequency of achlor- 
hydria among so many groups of diseases, 
no chronic ailment or vague complaint 
should be dismissed without a gastric analy- 
sis. A good rule to follow is to give the 
one-hour Ewald or Boas test meal first. 
Then if free acid is absent or deficient, re- 
peat the meal, but withdraw it fractionally 
by the Rehfuss method. If all the fractions 
show no free acid, I would not recommend 
the use of histamine routinely because of 
its frequent violent reaction. It would be 
preferable to repeat the fractional meal at 
a later date. The pepsin and rennet fer- 
ment tests are very simple to make, but will 
add little to the diagnosis, as achylia is 
simply the end-stage beyond achlorhydria. 

When cases of achlorhydria are found, 
we should be stimulated to carefully search 
for all the diseases and conditions known 
to be associated with them, which will call 
lor most exhaustive blood studies, urine 
‘ests, and metabolism estimation, as well as 
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physical and roentgenological examination. 
Then when one of the diseases commonly 
associated with achlorhydria is diagnosed, 
a gastric analysis should be made, and if 
anacidity is demonstrated, it should be 
treated as a definite deficiency of the intrin- 
sic gastric factor, in addition to deficiency 
of hydrochloric acid. We should not neg- 
lect thorough inquiry regarding the opti- 
mum daily intake of all essential minerals, 
vitamins and proteins. Glandular deficiency, 
if present, should be corrected. 


Prognosis in achlorhydria is said to be 
good, at least no evidence has been pre- 
sented which shows that this physiological 
deficiency causes death or rapid failure of 
health. We could say the same thing about 
migraine, hypothyroidism, obesity, insom- 
nia, and many other conditions, yet each or 
all may finally, though insidiously, con- 
tribute to some final fatal disease. If too 
many supports of the human structure are 
removed or weakened, the structure falls. 


Inter-marriage of achlorhydric individu- 
als presents the same problem as presented 
in migraine, hypertension, nephritis, per- 
nicious anemia, and many other conditions 
appearing frequently in families over several 
generations. Biologically, such marriages 
should not be encouraged. In achlorhydria, 
other than that due to organic disease of 
the stomach, we should be able to cause a 
substantial decrease by marriage control, 
providing every individual involved received 
the optimum intake of balanced foods, vita- 
mins, minerals, and the specific intrinsic 
gastric factor. 


Management of achlorhydria consists, 
largely, in the careful search for all pos- 
sible deficiencies, and correcting them. Di- 
lute hydrochloric acid causes clinical im- 
provement in most cases suffering from 
diarrhea and flatulence. Search for and re- 
move all focal infections. According to 
the recent experiments of Shiff and Tahl, 
the intrinsic gastric deficiency should be 
supplied, at least periodically, if not regu- 
larly. Since the stomach emptying time is 
greatly increased in cases of anacidity, it is 
well to have all foods thoroughly masti- 
cated, and in cases of diarrhea use the well 
cooked, low residue diet. 


When any country grows older, the soil 
becomes depleted of minerals and humus, 
which sustains swarms of soil bacteria. 
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Without plenty of soil fertilizers, the bac- 
teria will not thrive, and then our vege- 
tables, fruits, and grains will not contain 
enough minerals and vitamins unless bac- 
teria transform soil minerals into the plants. 
The agricultural bulletins are constantly de- 
scribing deficiency diseases in farm animals 
due to lack of various minerals in their grains 
and forage, because it was grown on soils 
deficient in these elements. I have letters 
from soil experts stating that excessive rain- 
fall, erosion, and lack of money for yearly 
fertilization in the Southeastern states has 
greatly decreased the mineral quality of 
their vegetables and forage. And so it may 
come about that achlorhydria and all other 
deficiency conditions may be largely con- 
trolled by growing our vegetables, fruits, 
grains, and meat animals on farms that are 
supercharged with all the essential minerals, 
and swarming with the friendly bacteria that 
accomplish decomposition and nitrification. 
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Discussion 


Dr. Ermer L. Eccteston: This paper by Doctor 
Vreeland is very timely and should awaken our 
interest in many gastro-intestinal conditions ‘which 
we observe from day to day and concerning which 
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we know so little. The complete absence of hy- 
drochloric acid in the gastric juice had been ob- 
served for years without much being known as to 
its significance. We concluded it was of little im- 
portance as we had been taught that nature sup- 
plied the digestive ferments in duplicate or tripli- 
cate, little dreaming that there were ferments pro- 
duced by the gastric mucosa of greatest importance 
in blood regeneration. 

The antiseptic value of the hydrochloric acid is 
important and tends to protect the upper gastro- 
intestinal tract from the effects of bacterial in- 
vasion. As an activating agent of some of the 
gastric ferments it is most important. Its absence 
is practically always accompanied by a disturbed 
motility—a rapid emptying of the upper gastro- 
intestinal tract, the food passing through the small 
intestine and into the colon in an undigested state, 
where it is decomposed by the intestinal bacteria. 
There results a colon irritation and frequently 
diarrhea and a possible lack of nutrition to the 
patient. Not always do we note these symptoms but 
they are sufficiently frequent to warrant our atten- 
tion and to suggest that possibly every patient ex- 
hibiting the complete absence of hydrochloric acid 
after the use of histamin should receive serious 
consideration. 


The work of Castle, Minot and Murphy, on the 
relationship of the hematopoietic ferment to pri- 
mary anemia and subacute spinal degeneration, should 
encourage more serious consideration relative to 
this gastro-intestinal disturbance which hitherto has 
been accepted as unfortunate but of no particular 
importance. When the atrophy of the gastric 
glands, resulting from a chronic gastritis, is so 
complete as to destroy the ferments and especially 
the hematopoietic ferment, it is not sufficient to 
prescribe hydrochloric acid only, but this specific 
ferment in the form of liver extract or ventriculin 
must be prescribed also. These ferments are rarely, 
if ever, absent unless the patient exhibits a com- 
plete and probably permanent achlorhydria. Hurst 
also suggests another X ferment which he termed 
“neuropoietin.” This, he thinks, is not identical 
with hematopoietin as subacute combined degenera- 
tion of the spine is not always present in Addison’s 
anemia and may be present independently of primary 
anemia. 


The atrophy of the gastric glands is probably 
the result of a chronic infective gastritis in the 
majority of cases. Hurst has called attention to 
the possibility of a chronic gastritis being a definite 
causative factor in the etiology of gastric carci- 
noma. He is inclined to the view that the achlor- 
hydria precedes the malignancy and is not the result 
of the new growth. For this reason, if no other, 
we should not neglect to search for, and treat with 
the greatest of care, a gastritis which not only causes 
the achlorhydria but also destroys the glands se- 
creting pepsin, rennin and the hematopoietic fer- 
ments, the absence of which results in anemia of 
both the primary and secondary types. There is 
no doubt but that a temporary absence may result 
from a neurosis with a disturbance of the vege- 
tative nervous mechanism, or from wasting diseases 
as mentioned by the essayist, but I am convinced 
that a gastritis at some period is a very definite 
factor in the mucosal degeneration and whether 
the infection is primary or blood-borne from some 
other focus, treatment of the condition is very 
important. 


We are prone to accept achlorhydria as being 
more or less permanent and not to be too seriously 
considered. The physician may be forgiven many 
things, due to a lack of knowledge, but when he 
has the measures at hand to obtain such informa- 
tion and fails to use them, the sin of ignorance or 
indifference is unforgivable. 


Jour. M.S.M.5. 
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TUBERCULOSIS IN THE ELDERLY 


W. H. MEADE, M.D.+ 
MANISTEE, MICHIGAN 


In a perusal of voluminous literature on tuberculosis of the last ten years I was un- 
able to find anything relating to the care and management of pulmonary tuberculosis in 


elderly patients. 


In practically all public health problems of recent years relative to all other infectious 
and contagious diseases the origin, that is, the infective organism, be it man, animal or 
vegetable, has been sought for with care. It seems to me that a tremendous amount of 
work has been done in the control and treatment of phthisis but almost invariably the 


elderly have been overlooked in the elimina- 
tion of the disease. This has been forcibly 
brought to my attention in my own practice 
in a town as small as 10,000, where the dis- 
ease is more or less prevalent. 

In three years I have found thirteen cases 
of pulmonary tuberculosis in elderly pa- 
tients, the youngest being fifty-two, the 
oldest eighty-three, and six of them being 
seventy years of age or more. Of the thir- 
teen patients, eight had positive sputums and 
were in no sense controlled patients from 
the standpoint of hygiene. The number of 
individuals exposed by these to the ravages 
of the disease are countless. All, with the ex- 
ception of two, were living with their chil- 
dren and grandchildren. Of the children 
and grandchildren, there are known twenty- 
three cases of pulmonary tuberculosis, of 
whom nine have died. How many more is 
impossible to say because we have been 
unable to check them properly. 

The control of these older patients offers 
a grave problem which can be met only by 
the physician who is alert to the possibility 
of the disease in these patients, many of 
whom have had so-called bronchitis, re- 
peated attacks of grippe or influenza, tobac- 
co cough, repeated attacks of hoarseness, 
and diarrhea. 

We have been in the habit of offering to 
relatively young patients collapse therapy 
in all its forms, and rest for the control 
and treatment of the disease, both for the 
purpose of relieving ourselves of the in- 
fecting menace and to make them economic- 
ally independent again. In the aged, the 
diagnosis is rarely made, but, if it is, the 
treatment should not be the repetition of 
platitudes and assuring the family that noth- 


7Dr. Meade obtained the degree of B.S. in 1929 from 
the University of Detroit. He graduated M.D. from the 
University of Michigan. He served as externe at the St. 
Joseph’s Mercy Hospital, Ann Arbor, and as interne at the 
St. Lawrence Hospital, Lansing, Michigan. He has also 
been resident of the Michigan State Sanatorium at Howell. 
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ing can be done. It is obviously a grave mis- 
take for when we walk away from the door 
the family continues to be exposed to infec- 
tion and possibly many others who visit 
with the patient frequently. 

I have found that by explaining to the 
patient the seriousness of giving the disease 
to younger members of the family and 
others, and to the family the seriousness 
of having the source of infection in their 
midst, there is an immediate sense of co- 
operation. The essential hygienic measures 
are the use of sputum cups, covering of the 
mouth on coughing with gauze or absorbent 
paper, the efficient use of soap, water, lysol 
solution, and individual eating utensils. 

A short term of instruction in an efficient 
sanatorium will be an advantage to the pa- 
tient and his contacts. It is foolish, in the 
extreme, to feel or consider that members 
of a household and associates are already 
exposed and, therefore, too late to use pre- 
ventive measures. One or two members 
may be infected but others may be saved by 
shutting down the supply of organisms. 
In some of these elderly patients, collapse 
therapy may be used to the extent that their 
sputum will become negative and even an 
arrest of the disease may be expected. 
Either a phrenic exeresis or pneumothorax 
may be employed. 

This has been demonstrated in the fol- 
lowing three cases which are here reported. 


Case Reports 


Case 1—Mr. A. J. N., aged seventy-four, was 
seen in April, 1934. At the time, the patient com- 
plained of a long continued cough and a recent 
loss of 20 pounds in weight. His present illness 
began a year before, when he noted that he was 
coughing rather frequently and around twelve and 
one o’clock in the day he felt extremely tired. He 
consulted his local physician, who told him he had 
a chronic bronchitis and gave him treatment ac- 
cordingly. He continued about his work and in 
his social activities until the fall of 1933 when his 
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ig. 1 (upper left). Case 1. Large cavity on left. 
2 (upper right). Case 1. 

. 3 (lower left). Case 1. Left pneumothorax. 

. 4 (lower right). Case 1. 


loss of weight began to alarm him. He then con- 
sulted an eminent internist in Chicago, who investi- 
gated him thoroughly, and x-rayed him for gastro- 
intestinal and genito-urinary neoplasms. He was 
then told that his heart showed some signs of 
muscular degeneration due to coronary sclerosis and 
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Mixed lesion right apex. 
Pneumothorax on left. 
Sputum negative. 
Fluid absent after numerous aspirations. 


April, 1934. 

Fluid present. April, 1934. 

June, 1934. 

Cavity closed. October 1, 1934. 


paranasal sinus disease. His activities were re- 
stricted. In February, 1934, he began to have night 
sweats. His cough continued, unabated, and in 
a period of sixty days he lost 20 pounds. On 
March 28, he raised a small amount of bloody 
sputum. 


Jour. M.S.M.S. 
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Past history: The patient did not remember of 
any childhood diseases, and he had had no opera- 
tions. In 1907, 1925, 1929, he had pneumonia, 
each episode being followed by a protracted con- 
valescence. He had had nocturia, one to two times 
for three years. Of importance in his family 
history, were the facts that one brother died of 
pulmonary tuberculosis in 1914, and one of coronary 
thrombosis in 1932. 

Physical examination showed a tall, thin, elderly 
male who appeared chronically ill and was cough- 
ing frequently. His head, ears and neck were 
normal. The pupils of the eyes were equal and 
reacted to light and to accommodation, and an ar- 
cus senilis was present. The mucous membranes of 
the nose were swollen. He had an upper plate and 
a lower bridge. The thorax was symmetrical and 
had poor expansion. There was marked increase 
in fremitus over upper third in both lungs. There 
were bronchial breath sounds in the left lung at 
D. S. 3 and 4, with whispered pectoriloquy. Me- 
dium coarse rales were heard over the upper one- 
half in both lungs, more marked at the left. There 
were a few moderately fine crackling rales at the 
right base. The apex of the heart was _ inside 
the mid-clavicular line. The heart sounds were of 
fair quality with an extrasystole every four to 
six beats. No murmurs were heard. The aortic 
second sound was accentuated. The blood pressure 
was 114 systolic and 70 diastolic. The abdomen was 
scaphoid, otherwise normal. The genito-urinary ex- 
amination showed a hydrocele on the right. The 
prostate was moderately enlarged. The rectal exam- 
ination showed internal hemorrhoids. He had a dry, 
eczematoid skin in the lower one-third of both legs. 
Reflexes were present and normal. 

Laboratory examination: The hemoglobin was 
75 per cent. The Kahn test was negative. Chemi- 
cal examination of the urine showed no albumin 
or sugar. In the microscopic examination there 
were 30 to 40 pus cells to a high power field, and 
no red blood cells or casts. The sputum on ‘April 
9, 1934, was positive, Gaffky 8. 

His temperature was 101, pulse 80, and respira- 
tion 24. 

On April 17, the patient was hospitalized and 
on the 19th a left pneumothorax was _ instituted. 
On the following day the patient developed a 
spontaneous collapse on the same side with con- 
siderable dyspnea, which was relieved by removal 
of air. Immediately following this he developed 
fluid on that side. Approximately an 80 per cent 
collapse was obtained. The patient was discharged 
home in one month and pneumothorax refills con- 
tinued there. From May 27, 1934, until Jan. 1, 
1936, his sputum has been continuously negative 
both by routine smear and culture. Fluid was as- 
pirated in June, 1934, and at intervals after that 
until the pleural cavity became dry. In October, 
1934, the patient had a spread of the disease in the 
base of the right lung which necessitated complete 
bed rest. 

His temperature ranged from 97.8 to 99, pulse 
from 58 to 70, and respiration from 20 to 24. From 
November, 1934, to May, 1935, he had gained 28 
pounds, temperature was normal, and he was rest- 
ing comfortably at night without coughing. He 
carried on in various committees, kept in touch 
with business by correspondence and has been ex- 
tremely careful in all his contacts. In May, 1935, 
he again developed fluid and a slight rise in tem- 
perature to 100 degrees which lasted over a period 
of one month. He had a concomitant loss of appe- 
tite and a drop in weight. The cough and sputum 
di tid not increase and the latter was still negative 

or tubercle bacilli by concentration test. From 
m mide -August until the present, January 1, 1936, he 
has continued to improve, has regained twelve 


pounds, the sputum remains negative by smear and 
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Fig. 5. 
pounds. 


Case 1. Left pneumothorax. 


f Patient gained 30 
Age seventy-six. April 30, 1935. 


culture, and there continues to be a small amount 
of clear fluid in the pleural cavity. 


Case 2—Mr. T. M., aged sixty-two, was seen 
in June, 1933, at his home, complaining of hemor- 
rhage which was brought on by coughing. Since 
January, 1933, when the patient had a severe cold 
which lasted for two months, he had been tiring 
very easily. At the time, he was indulging in 
alcohol more than moderately and he believed this 
the cause of his fatigue. 

He continued to raise a small amount of blood for 
four or five days. An x-ray (portable) at this 
time showed an exudative lesion in the mid-lung 
field, on the right. His sputum at this time was 
positive. In his past history the only thing of 
note was the history of pleurisy and prolonged 
cold on his arrival in this country from Ireland, 
forty-seven years ago. His wife and four children 
are apparently in good health. As this patient was 
seen in consultation, I believe that no effort was 
made to have them checked. 

One June 17, the patient was given a temporary 
right phrenic paralysis and put to bed. He re- 
mained there only three months and then continued 
about his business as before. He did not return for 
a check-up x-ray until January, 1934, at which time 
it was found the diaphragm was functioning but 
the lesion had entirely cleared, the hilar shadows 
remaining very prominent. His sputum was nega- 
tive. Since that examination this patient has failed 
to report although he continues with his business 
and attempts to keep moderate hours. 


Case 3—Mr. J. F., aged sixty-six, was seen in 
consultation in October, 1933, complaining of severe 
fatigue and a constant hacking cough, beginning in 
July of the same year. As he had always had 
trouble with his nose and sinuses he believed that 
these were responsible for his symptoms. He had 
lost about nine pounds. His sputum was positive. 
He was conducting a retail trade at this time and, 
therefore, was coming in contact with a large num- 
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Fig. 6 (left). Case 2. Exudative lesion with cavity in the mid-lung field on the right. June 15, 1933. 
Fig. 7 (right). Case 2. Diaphragm functioning. Right lung field clear. January 28, 1934. 


Fig. 8 (left). Case 3. Mixed lesion on the left. 


October 2, 1933. 


Fig. 9 (right). Case 3. Slight increase in fibrosis. January 23, 1934. 


ber of people. A permanent phrenic paralysis was 
advised and refused. A plate, taken in January, 
1934, showed relatively little change in the lesion 
except for more stringy appearance suggesting heal- 
ing. After six weeks rest the patient returned to 
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his business. Whether or not the patient has a 
positive sputum cannot be determined, because ot 
the patient’s lack of codperation, due for the most 
part to the lack of advice and proper explanation 
from his attending physician. The thing of impor- 
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DISEASES OF PERIPHERAL ARTERIES—MADDOCK 


tance in this patient’s past life was the history of 
numerous attacks of what he termed “grippe,”’ re- 
lieved by short periods of bed rest and inactivity. 


Comment 


As has been shown, there has been con- 
siderable laxity among the profession in the 
recognition of phthisis among the elderly. 
In failing to recognize it we have failed to 
remove a very potent menace to our suc- 
cess in public health work. 

Fishberg and Rubin have discussed the 


problem of the elderly tuberculous individual 
and seemed to think that it is one of cus- 
todianship and segregation without any 
specific treatment. I am inclined to think 
the control of these sources of infection by 
radical measures, that is, collapse therapy, 
may save members of the family and their 
associates from a grave disease and a long- 
continued economic loss. These collapse 
methods may arrest the disease in the elderly 
but should be primarly used with the idea 
of eliminating a source of infection. 





DISEASES OF PERIPHERAL ARTERIES* 
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The intensive study of diseases of peripheral arteries during the past ten years has 
added considerably to the knowledge of these conditions, and, of equal importance, has 
served to arouse a general interest in the individuals so afflicted. The treatment of periph- 
eral vascular lesions is a difficult problem. Alleviation of symptoms and return of the 
patient to a fair degree of activity is obtained only after concentrated effort, a close atten- 
tion to details, a thorough knowledge of the possibilities of each situation, and of the value 


of available methods of treatment. 

As patients are seen with peripheral ar- 
terial disease resulting in a lack of blood 
supply to the extremities, they fall very defi- 
nitely into two main groups: (1) those 
whose symptoms are due to a vascular spasm 
with no, or only slight, organic changes in 
the vessels, and (2) those whose symptoms 
are due primarily to organic obstructing 
disease of the arteries. Although there is 
some overlapping, the two groups can large- 
ly be dealt with separately. 


Vasospasm 


Spasm of peripheral vessels results from 
abnormal stimuli to a definite physiological 
mechanism of the extremities. Besides the 
function of locomotion and prehension, the 
extremities are found to be importantly con- 
cerned with the heat regulating mechanism 
of the body.* In cold weather, when heat 
is to be conserved in order to maintain the 
constant internal body temperature, blood is 
drawn in from the extremities to the vital 
head and trunk, and conversely, in summer, 
when heat has to be dissipated into a warm- 





*From the Department of Surgery, University of Michigan. 
Read before the Michigan State Medical Society, Sault Ste. 
Marie, Michigan, September, 1935. 
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er environment, a considerable volume of 
blood is shifted to the surface of the ex- 
tremities for cooling. These changes in the 
volume of blood to the extremities in re- 
sponse to the heat dissipating mechanism are 
brought about through varying degrees of 
vasoconstriction, which is most marked in 
the hands and the feet, and is under the 
control of the sympathetic nervous system. 
Abnormal stimuli to this system can pro- 
duce vasoconstriction that has nothing to do 
with the heat dissipating mechanism, is a 
pathological process and can be properly 
termed a vasospasm. Skin temperature stud- 
ies® have shown that tobacco smoking pro- 
duces vasospasm of the vessels of the ex- 
tremities, the temperatures of the tips of 
the fingers and toes decreasing as much as 
15° F. on the smoking of two cigarets. It 
is easy to demonstrate that fear, anger, and 
other emotional stresses also result in pe- 
ripheral vasospasm. 

It is difficult to evaluate the relative im- 
portance of vasospasm in peripheral vascu- 
lar deficiencies due to thrombo-angiitis oblit- 
erans and arteriosclerosis. The primary le- 
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sion is the organic obstructing disease. Dur- 
ing a period of acute inflammation and se- 
vere rest pain in thrombo-angiitis obliterans, 
a rapid play of colors and sweating of the 
feet is evidence of vasospasm. Little of this 
is seen in the less acute stages. In sudden 
arterial obstruction from embolism, throm- 
bosis or trauma, the mottled bluish appear- 
ance of the extremity suggests the presence 
of a considerable vasospastic element. No 
test is needed to show vasospasm; we see its 
presence by direct observation. 

The clearest example of a peripheral vas- 
cular disturbance, based on vasospasm, is 
Raynaud’s disease. It is thought that the 
condition is a manifestation of an inferior- 
ity of the sympathetic nervous system ex- 
pressed by heightened or abnormal reactions 
to ordinary stimuli." The chief symptom is 
usually that of pallor of the fingers on ex- 
posure to cold, while between the attacks 
the digits appear to be normal. Cyanosis 
and sometimes rubor follow the pallor in 
varying degrees of irregularity and patchi- 
ness. Women constitute more than 90 per 


cent of the patients. 
Allen* has emphasized the following cri- 
teria as necessary for the diagnosis of true 


Raynaud’s disease: (1) intermittent attacks 
of changes of color of the acral parts; (2) 
symmetrical or bilateral involvement; (3) 
absence of clinical evidence of occlusive le- 
sions of the peripheral arteries; (4) gan- 
grene or trophic changes, when present, lim- 
ited in large degree to the skin; (5) the 
disease must have been present for a mini- 
mal period of two years, and (6) there 
must be no evidence of disease to which it 
could be secondary. 

The treatment advised for Raynaud’s dis- 
ease largely depends upon the severity of 
the symptoms. If there is no pain with the 
attacks of pallor and comparatively little 
increase in the extent of the involvement 
during the previous year, the use of contrast 
baths, hot soaks, vasodilating drugs, elimi- 
nation of mental strain, and particularly ef- 
forts to avoid exposure to cold, may amelio- 
rate the symptoms. If the disease appears 
to be progressing and the pain is consider- 
able, a surgical attack on the sympathetic 
nervous system offers the best possibility of 
cure. In the late stages of the disease, 
when scleroderma, permanent cyanosis and 
trophic changes are present, the results of 
an operation on the sympathetic nervous sys- 
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tem are must less satisfactory, but no other 
treatment is known. 

Vasospastic disorders of the extremities, 
as shown by a mottled blueness of the skin 
and sweating, occur secondarily to old an- 
terior poliomyelitis, cervical rib, amputation, 
neuromata and arthritis. A sympathetic 
ganglionectomy has been of distinct benefit 
in well selected cases. 


Organic Disease 


More than 80 per cent of the patients 
with symptoms resulting from a lack of 
blood supply to the extremities suffer from 
an organic vascular occlusion. The chief 
cause is arteriosclerosis, frequently associ- 
ated with diabetes mellitus. A lesser num- 
ber of cases are the result of thrombo- 
angiitis obliterans. 

A careful history from these patients 
frequently reveals that they had some symp- 
toms for many months or even years before 
the infection or gangrene developed which 
ultimately sent them into a hospital. The 
factors precipitating the acute condition 
are found to occur repeatedly. There are 
many instances in which the feet were pain- 
fully cold for a number of hours during 
an auto ride or working outdoors in cold 
winter weather. Others lay their immediate 
troubles to the dropping of some heavy 
object on a toe, to the breaking of the skin 
Over a pressure area by the shoes, to the 
paring of corns or calluses, or to the home 
treatment of a sore between the toes. In 
individuals with thrombo-angiitis obliterans, 
pain in a toe from ischemia has been often 
erroneously diagnosed as due to an ingrow- 
ing toenail, with later the development of 
an indolent ulcer or severe infection as a 
result of the surgical removal of the nail 
edge. Once gangrene is established in pa- 
tients with organic arterial obstruction, the 
loss of limbs and even of life is frequent in 
spite of our best efforts. 

It is now being realized that many of 
these individuals with peripheral vascular 
occlusion may avoid amputations indefinitely 
if they can avoid the abrupt damage that 
results from exposure to cold, trauma or 
infection. Also, if they can be carried over 
the period of emergency, they can again be 
restored to a circulatory balance permitting 
general activities, usually limited to some 
extent. To accomplish this purpose, it is 
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necessary to recognize arterial deficiency in 
its early stages so that the patient may be 
told what to do to live with his condition, 
and to avoid the serious acute injuries. 
The diagnosis of arterial obstruction is a 
simple procedure in most cases, instrumental 
studies rarely adding information that can- 
not be obtained by a careful history and 
physical examination. Samuels* has stressed 
the following points as indicative of in- 
cipient arterial disease in the extremities: 


Symptoms: 
1. Fatigue of the lower extremities after walking 
a few blocks. 
2. Coldness of the toes of the affected foot. 


3. Tingling or burning in the sole of the foot 
after walking a few blocks. 


4, Intermittent claudication. This is often a rela- 
tively late symptom. 


Signs: 
1. Atrophy of the calf muscles. 


2. Coldness of the extremities, particularly when 
unilateral. 


3. Pallor of the plantar surface of the affected 
foot when the legs are elevated to about 45° 
angle and the ankles are rapidly flexed and 
extended. 


4. Rubor of the feet on dependency. 


5. Decreased amplitude of the peripheral pulses. 
A careful palpation of the brachial, radial, ul- 
nar, femoral, popliteal, dorsalis pedis and pos- 
terior tibial arteries for pulsations should be 
a part of every physical examination. To 
reach the popliteal artery the patient should be 
lying face down with the leg flexed to 90° and 
supported there by the examiner so that the 
hamstring muscles are relaxed. In about 5 
per cent of the cases the vessels at the wrist 
and ankles will feel to pulsate normally, the 
occlusion being distal to those points. 


Once the diagnosis of arterial obstruction 
is made, the determination of whether one 
is dealing with arteriosclerosis or thrombo- 
angiitis obliterans, the two most common 
causes of chronic peripheral vascular defi- 
ciency, is generally not difficult. There is a 
great tendency to make the latter diagnosis 
too frequently. Buerger’s disease or throm- 
bo-angiitis obliterans is an interesting condi- 
tion. We do not know why it affects Jewish 
individuals to a greater extent than their 
ratio of the population or why women are 
so very rarely involved. Tobacco smoking 
is widespread and apparently without harm- 
ful effect to the vast majority of the popula- 
tion, and yet here is a group of individuals 
who are made definitely worse by its use. 
The peripheral vascoconstrictor effect of to- 
bacco smoking further reduces the alreadv 
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deficient circulation in the extremities of 
these patients. It must be remembered, 
however, that hardening of the arteries is by 
far the commonest cause of peripheral arte- 
rial occlusion. The differential diagnosis 
can practically be made on age alone. 
Thrombo-angiitis obliterans rarely begins 
after 45 years of age and such a diagnosis 
on an individual whose symptoms began 
after that time should be seriously ques- 
tioned. If there is evidence of a migratory 
superficial phlebitis one can be sure that he is 
dealing with Buerger’s disease. The arterio- 
sclerotic patient is generally over fifty-five 
years of age. Exceptions to this of course 
occur, and occasionally arterial obstruction 
on an arteriosclerotic basis is found in pa- 
tients well under forty-five years of age, but 
usually associated with diabetes mellitus. 
Roentgenograms of the extremities demon- 
strating calcification of arteries commonly 
denotes arteriosclerosis. 


Conservative Measures 


Just what can be done in the management 
of patients with acute phases of arterial oc- 
clusive disease short of extensive gangrene 
or spreading infection, to avoid major am- 
putations and to return the individual to a 
fair degree of normal activity? In the past 
ten years many measures have been advo- 
cated. With considerable use, some have 
been found to be of obvious value, while 
others have added little. The importance of 
the different forms of treatment varies 
somewhat with the specific problems with 
which one is confronted. At the University 
Hospital, the first nine of the following 
measures are employed routinely in the con- 
servative treatment of peripheral occlusive 
disease and the remaining are used singly or 
in combination where they appear to fit the 
need of the case: 


1. Rest in bed: Treatment must be continued 
through twenty-four hours of the day. If the pa- 
tient is allowed up and about, some of the desired 
measures are often neglected. Rest pain is some- 
times relieved by bed rest alone. 


2. Keeping the affected extremity at the level of 
optimum circulation (Buerger’s angle of circulatory 
sufficiency): Pallor of the feet on elevation and 
rubor on dependency has been pointed out as im- 
portant signs of vascular deficiency. Obviously these 
positions then are not the proper ones to keep the 
feet in at all times. Generally when the feet are 
placed about 6 inches below the level of the heart, 
the veins fill without appearing to be distended and 
the toes show their most normal color. Once the 


239 





DISEASES OF PERIPHERAL ARTERIES—MADDOCK 


patient has been told of the importance of this po- 
sition and finds the optimum level by experimenting, 
he is usually anxious to maintain it whenever possi- 
ble. To obtain the proper position, it may be neces- 
sary to elevate the head of the bed a few inches. 


3. Hygiene of the feet: Dirty feet are a definite 
hazard to these patients as shown by the greater oc- 
currence of gangrene among those so afflicted. The 
patient is taught to wash his feet with a mild soap 
and warm water and then to dry them carefully 
without rubbing the skin. Emphasis is placed on 
keeping the spaces between the toes clean and dry. 
A liberal amount of lanolin ointment is then rubbed 
in to soften the skin and prevent cracking and fissur- 
ing. 

4. Heat: More harm is done by the use of direct 
heat in the form of hot water bottles or electric 
pads to the feet of these patients than any possible 
benefit. Sensation is frequently diminished and a 
burn may necessitate a major amputation in a short 
time. Since we have shown that the “environmental 
response” to heat is a shift of blood to the surface 
of the extremities, an electric pad to the patient’s 
abdomen and an extra blanket serves to keep the 
whole body warm and will result in as much vaso- 
dilatation of peripheral vessels as is possible. The 
legs and feet during this time are encased in flannel 
stockings and protected under a cradle. 


5. Hot wet dressings of saturated boric solution 
to control infection: Wet dressings can be used for 
too long a time on these patients. The skin of the 
feet of these patients becomes macerated very easily 
so that a number of hours of exposure to the air 
is often advisable between the applications of the 
hot wet packs. Ulcers that have been open for 
weeks under wet dressings will sometimes heal 
quickly under a dry dressing. There is a tendency 
to keep at some of these lesions too much and not 
give them a chance to heal under a dry crust. 


6. Control of diabetes mellitus, otherwise a high 
caloric high vitamin diet. 


7. Intake of four quarts of water a day. 
8. Eradication of foci of infection. 


9. No smoking. This is absolutely advised against 
for patients with thrombo-angiitis obliterans; less 
emphasis is placed upon it for the arteriosclerotics. 


10. Therapeutic fever. The production of fever is 
one of the most satisfactory methods of increasing 
the peripheral circulation. The body temperature can 
be rapidly elevated by the use of typhoid? vaccine 
or typhoid “H” antigen.2 The elimination of this 
heat is brought about over a period of many hours 
by a considerable shift of blood to the surface of 
the extremities. This is to the advantage of the pa- 
tient with arterial obstruction, since vascular chan- 
nels are dilated to their maximum and reparative 
processes are aided. The measure is particularly ap- 
plicable to individuals with thrombo-angiitis oblit- 
erans. It is not advised for the arteriosclerotics, 
since older patients are considerably upset by the 
chills, nausea and headache which occasionally oc- 
cur and have been known to develop acute throm- 
boses at that time. 


11. Hypertonic salt solution. The use of a 5 per 
cent solution of sodium chloride intravenousiy is en- 
thusiastically praised by Silbert® in the treatment of 
thrombo-angiitis obliterans. The rationale of the 
method is on theoretical grounds only, but the num- 
‘ber of individuals returned to their occupation and 
the low percentage requiring amputations certainly 
recommends this form of treatment, which can be 
carried out in an office practice. At the first injec- 
tion 150 c.c. of a freshly prepared 5 per cent solu- 
tion of NaCl is given intravenously into a superficial 
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vein. The patient usually becomes warm and thirsty 


during the administration, but is not materially in- 
convenienced and is allowed to return to work as 
soon as the treatment is finished. Subsequently 300 
c.c. of the solution is given three times a week, later 
twice and once a week as symptoms abate. 


12. Block of peripheral nerves for pain. This pro- 
cedure?%11 is carried out for unrelieved rest pain in 
patients with thrombo-angiitis obliterans. When 
used for severe pain in arteriosclerotic occlusion it 
has been less satisfactory, since in several instances 
when no relief has been obtained by other methods 
a major amputation was required in a short time. 


13. The use of alternate suction and pressure. 
This form of treatment designed to increase the 
blood flow in the extremities is about 100 years old. 
Since 1933, as a result of the work of Landis and 
his associates® and Reid and Herrmann,’ a new in- 
terest has been aroused in its possibilities. My ex- 
perience with passive vascular exercise or “Pavaex” 
treatment as it is called by Reid and Herrmann, is 
of too short a duration to judge its merit from ac- 
tual observation. From important articles by com- 
petent observers and reasonable conclusions as to 
what can possibly be done I can present an opinion. 


The most startling results have been re- 
ported in instances of acute major arterial 
obliteration in the extremities as by opera- 
tion, thrombosis, trauma or embolism. In 
the hands of Reid and Herrmann a number 
of such patients have been returned to nor- 
mal life. Frozen feet have also responded 
admirably to treatment. The value of “‘Pa- 
vaex”’ therapy diminishes as the far ad- 
vanced stages of slowly progressing arterial 
occlusion are reached. The vessels here have 
not only no, or abnormally small, lumina, but 
also their walls are more or less rigid owing 
to structural changes so that they are unable 
to dilate. Little can be expected from varia- 
tions in pressure in such instances. Intensive 
““Pavaex”’ therapy has relieved rest pain and 
healed indolent ulcers in many instances. 
Deeply extending gangrene or large sloughs 
involving the forefoot have not been bene- 
fited. There is a fairly large group of pa- 
tients with peripheral arteriosclerosis asso- 
ciated with diabetes mellitus who enter the 
hospital with infections and gangrene limit- 
ed to toes. The fact that the forefoot is not 
involved is evidence of a fairly good arterio- 
lar bed. Some pulsation can often be felt in 
the dorsalis pedis or post-tibial arteries. Fol- 
lowing a guillotine amputation of the in- 
volved toe, ‘““Pavaex”’ has resulted in a more 
rapid healing of the wound than it was cus- 
tomary to see without its use. 

“Pavaex” therapy is being used with cau- 
tion for patients with thrombo-angiitis ob- 
literans. During the acute phase when there 
is severe rest pain and superficial phlebitis, 
the massaging action of suction and pressure 
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may do harm and is not advised. When the 
pain is slight and the inflammatory process 
less evident, ‘““Pavaex”’ therapy has been 
beneficial. 

The use of positive and negative pressure 
in the treatment of peripheral vascular dis- 
ease is not a cure-all and was never pre- 
sented as such by its proponents. With the 
rather widespread placing of equipment at 
the present time one may soon expect nu- 
merous reports tending to establish the place 
of this form of physical therapy among the 
non-operative methods of treating peripheral 
vascular diseases. 

At various times the use of vasodilating 
drugs, diathermy, ligation of the femoral 
vein or artery, and sympathetic ganglionec- 
tomy have been used in the treatment of 
patients with progressive vascular occlusion, 
but with no evidence that the procedures 
were of real value. 

The list of conservative measures given is 
impressive, but in spite of carrying them 
out with the greatest of care, the results are 
often discouraging. This is due in part to 
the fact that many of the patients seen have 
far advanced arterial occlusion. For some 
of them conservative measures are clearly 
contraindicated. A major amputation is 
needed and the sooner it is done the better. 
When. the conservative treatment is used, 
constant vigilance is necessary in following 
the progress of the patient. The foot lesion 
may become worse and there is always the 
possibility of a rapid spread of infection 
with a forced amputation under adverse 
conditions and an ultimate higher mortality. 


Home Care 


It is important that the patient should 
know what can be done in his routine living 
to prevent the occurrence cf a serious cri- 
sis in a chronic peripheral vascular deficiency. 
Usually his activities are restricted to some 
extent by the disability present, so that he 
is concerned about his condition and will do 
whatever is advised. The following instruc- 
tions are given by us to ambulatory patients: 


Instructions for Care of the Feet.—Be- 
cause of the diminution in the blood supply 
to your feet, continued special care is neces- 
sary to prevent serious difficulties. The fol- 
lowing measures are recommended : 

1. Wash the feet each night with mild soap and 


warm water. Be particularly careful about the 
spaces between the toes. 
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2. Dry the feet carefully without rubbing the skin 
and then gently massage them with vaseline or 
lanolin ointment. 


3. Keep your feet warm at all times. Wear long, 
heavy underwear. Use a clean pair of woolen 
socks each day in winter and white cotton socks 
in warm weather. Extra footwear, such as 
galoshes, will help in winter. 

4. Protect your feet from injury at all times. 

Wear properly fitting shoes and be particularly 

careful that they are not too tight. 

Wear loose fitting bed socks at night. Do not 

apply hot water bottles or an electric pad to 

your feet; a burn is serious. 


6. Toe nails should be cut straight across. Do this 
in a good light after the nails have been soft- 
ened by a 20 minute soak in warm water. 

Do not cut your corns or calluses. 

Drink three to four quarts of water daily. 

9. Eat a liberal diet with plenty of fresh vege- 
tables. If you have diabetes, follow the instruc- 
tions in that regard faithfully. 

10. Do not wear circular garters. 

11. Carry out the leg and foot exercises as pre- 
scribed. 

12. Follow the advice about tobacco. 

13. If anything unusual develops, a blister, infec- 
tion, an ingrowing toe nail, or trouble with 


bunions, corns or calluses, see your doctor im- 
mediately. 
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Real progress in the care of peripheral 
vascular deficiencies will result from an 
earlier diagnosis of the disease, a realization 
of the seriousness of the condition, and the 
carrving out of measures to maintain the 
circulatory balance and prevent the critical 
damage of cold, infection or trauma. 
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Suppurative Infraclavicular Lymphadenitis with Report of One Case 
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FLINT, MICHIGAN 


VW E ARE all familiar with the lymphatic involvement which is secondary to in- 
fected fingers, and usually look for swelling and tenderness in the epitrochlear and 


axillary lymph nodes. 
of it being very uncommon. 


There is a condition which is not generally known, on account 
This is a lymphatic metastasis to the infraclavicular nodes, 


without any swelling of the axillary or epitrochlear lymphatic glands. 


The usual symptoms are as follows: 


There is a history of an injury or infection to 


one of the fingers. This may be so slight that it may be overlooked, unless the patient is 


questioned about it. Several days later the 
patient will complain of soreness, stiffness, 
aching or pain in the region of the shoul- 
der. Pain on pressure will be noticed just 
below the middle of the clavicle. Abduction 
of the arm is painful, usually extremely so. 
These symptoms will continue for several 
days with little or no swelling. The fever 
at first is not high, running from 99° to 
101°. 

I think it would be well to go over the 
lymphatic drainage of the upper extremity. 
The lymphatic nodes of the arm are, for 
the most part, confined to its upper portions, 
the principal group occurring in the axilla. 
These glands receive almost the entire lym- 
phatic drainage of the arm as well as the 
anterior and lateral thoracic walls, from the 
mammary gland and from the scapular re- 
gion. 

The epitrochlear node or nodes lie about 


3 or 4 cm. above the trochlea and receive . 


some of the afferent vessels from the ulnar 
fingers and the ulnar portion of the hand. 
However, some of these lymph vessels from 
this area empty directly into the axillary 
nodes. 

Another group, which is called the delto- 
pectoral group, consist of from one to four 
nodes, situated in the groove between the 
deltoid muscle and the clavicular portion of 
the pectoralis major. 

The infraclavicular group consist of from 
six to twelve nodes situated near the axillary 
space, partly beneath the pectoralis minor 
and partly above the upper border of that 
muscle. They constitute the final link in the 
chain, since they receive as afferents, either 
directly or indirectly through the interme- 
diate nodes, the efferents from all the other 





sub-groups. The only direct afferents they 
tRobert D. Scott, M.D., is a graduate of Detroit College of 
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receive from the upper extremity is the satel- 
lite trunk from the cephalic vein. 

The efferents from the infraclavicular 
group unite to form a trunk of considerable 
size, the subclavian trunk, which, from its 
origin opposite the first intercostal space, 
passes almost vertically upward over the 
subclavian vein to open into it near its junc- 
tion with the external jugular, or else to 
unite with the jugular trunk on the right 
side or to open into the arch of the thoracic 
duct on the left side. It is clear, then, that 
when the organisms fail to be stopped by 
the axillary nodes and reach the infra- 
clavicular nodes, and when these nodes sup- 
purate, it is a serious condition, as these 
nodes are the last barrier, and the organisms 
are likely to reach the general circulation, 
and result in septicemia. 

The pus forms in large amounts, after the 
nodes have broken down. It does not come 
to the surface early, on account of its loca- 
tion beneath the pectoral muscles and fascia, 
but spreads out laterally, and may invade 
the axillary region, or even the subscapular 
region, as in a case reported by David 
Straus. It may also penetrate the intercos- 
tal muscles and pleura and enter the pleural 
cavity, or follow the large vessels and reach 
the supraclavicular fossa, as in a case re- 
ported by Levy. What I am trying to point 
out is that there is very little tendency 
for the pus to become superficial, and so it is 
clear that early surgical intervention is nec- 
essary. 

The diagnosis of this condition is easy, 
as the history and physical findings are usu- 
ally the same in all cases. 

The usual symptoms and physical findings 
are: 

1. Fever, if seen early, is mild, from 99° 
to 101°. Later it may be of the septic type, 


and may reach 103° or 104°. 
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2. Any attempt at abduction of the arm 
causes pain, and it is usually held quiet and 
adducted. 

3. Pain on pressure just below the mid- 
dle of the clavicle. 

4. There is usually some swelling over 
the upper outer part of the pectoralis major 
muscle. 

5. There may be present an infection of 
the hand or one of the fingers. If not pres- 
ent we can usually bring out the fact that 
some time previous the patient had such an 
infection or abrasion. 

The treatment of this condition is early 
incision and drainage. Even if we do not 
find pus, we can be sure it will appear as 
soon as the glands have broken down, and 
will drain through our incision, if properly 
placed. 

The technic is as follows: The patient 
should have a general anesthetic. Abduct 
the arm. Make the incision along the outer 
border of the pectoralis major muscle, high 
in the axilla. Expose the outer border of 
the muscle and incise the axillary fascia. 
Then, with the gloved finger, dissect under 
the muscle. If the case has advanced to 
suppuration, we will now enter the abscess 
cavity. If done early we will encounter 
nothing except some serous fluid or edema 
of the soft parts. In either case the treat- 
ment is the same. We must open wide and 
provide good drainage. 

One point should be noted. Do not use 
the needle in these cases in an attempt to 


find pus. The needle might enter the pleural 
cavity, carrying the infection with it, or 
might enter the subclavian vein, which is in 
close proximity to the infected glands. 


Case 1—Mrs. M. E., aged forty-seven, was well 
until June 10, 1935, when she began to have pain in 
her right thumb. I was called during the evening 
of that date, and found that the right thumb was 
swollen on the palmar surface of the distal phalanx, 
and painful on pressure. I advised incision of the 
swollen area but patient refused. Two days later 
I was called again, and found the thumb swollen 
more, and incised it. This gave her some relief, 
but there was very little drainage from the thumb 
during the next week. On June 18, she began to 
have pain in her right shoulder and below the right 
clavicle. On June 21, she could not move her right 
arm away from her side without causing pain, and 
the pain continued around the right shoulder and 
the upper part of the right chest. Her temperature 
during this time was between 99° and 101°. She 
entered the hospital on June 24. Her temperature 
on admission was 101°, pulse 96, and respiration 22. 
The following day, under nitrous oxide and ether 
anesthesia, the anterior part of the right chest and 
the right axillary region was prepared with tincture 
of iodine. An incision was made, about four inches 
long, along the outer border of the right pectoralis 
major muscle. The right index finger was inserted 
under the pectoralis muscle and entered the abscess 
cavity. All of the septa were broken down by 
sweeping the finger around, underneath the muscle, 
allowing about six ounces of pus to escape. Glove 
drainage was inserted into the abscess cavity. Her 
temperature the following day was 102°. For the 
next five days it was usually about 98° in the morn- 
ing and 100° at night. From July 2 to her discharge 
from the hospital on July 5, her temperature was 
normal. She was entirely recovered by July 16. 
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Therapeutic Results With Ketogenic Diet 
In Urinary Infections 

Henry F. Helmholz, Rochester, Minn. (Journal 
4. M. A., Sage 7, 1935), believes that the ketogenic 
diet in “hiblbeod is to be reserved for infections 
that do not respond to simple therapeutic proce- 
dures. To treat every child who has an acute uri- 
nary infection with the ketogenic diet would be en- 
tirely unnecessary. The majority get well and the 
urine becomes sterile with the usual alkalization and 
forcing of fluids. In some cases it later may be 
necessary to give ammonium chloride and methena- 
mine for a short time. A small group remains in 
which there is no obstruction of the urinary tract 
but in which the infection becomes chronic in spite 
of the usual types of treatment. The infection will 
usually clear up promptly as a result of adminis- 
tration of the ketogenic diet. The author has tried 
the ketogenic diet in a series of twenty-four cases 
of infection of the urinary tract without obstruction. 
In some of these cases the infection probably would 
have been cleared up just as _teadily by other means 
as it was with the diet, but in order to test out the 
efficacy of this new mode of treatment the dietary 
treatment was used. In all cases in which the nec- 
essary concentration of beta-oxybutyric acid and the 
Proper pH could be obtained, the urinary infection 
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cleared up very promptly. There were several in- 
stances in which the urine was sterile after forty- 
eight hours. In a number of these cases, ammonium 
chloride and methenamine had been tried without 
success. In the fifteen cases in which there was no 
return of the infection, the cure was often extreme- 
ly rapid. In six cases there was a marked tendency 
for the infection to relapse. Three of these patients 
lived near the clinic and the various recurrences of 
the urinary infection could be followed for a period 
of years. The urine of two other patients was ster- 
ile when they left the clinic but the infection re- 
curred soon after they arrived home. Another pa- 
tient returned in six weeks for a second dietary 
treatment and has not had a recurrence of the in- 
fection for about a year. In three cases a proper 
ketosis or a low pH could not be obtained in spite 
of the fact that the children took the diet without 
difficulty. In a series of twenty-one cases of urinary 
infection in which there were a great variety of 
severe obstructive lesions of the urinary tract, six 
patients have remained free from infection for a 
period of time after discontinuing the diet, in five 
there has been a recurrence after a period of free- 
dom from infection after discontinuing the diet and 
in ten cases it was impossible to influence the in- 
fection at any time. 
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MATERNAL HEALTH LEAGUE—FURLONG 


WHAT THE PUBLIC EXPECTS FROM THE MATERNAL 
HEALTH LEAGUE* 


HAROLD A. FURLONG, M.D., F.A.C.S.+ 
PONTIAC, MICHIGAN 


HE remarks I have to make on this occasion will be very brief. 


During the past six 


years, the Maternal Health League of Michigan pioneered in a much neded Birth 


Control movement. 


The growth has been steady, sound and properly sponsored. The 


movement has passed from the stage of speculation into the realm of accomplished fact. 
The public has accepted and supported the Maternal Health League, and because of that 


support we have a responsibility to discharge? 


Social problems are born out of a complexity of human affairs, and do not spontaneous- 


ly arise. For centuries, probably as long as 
the human race has endured, control of con- 
traception has been a problem. Lest the 
recent Birth Control movement be consid- 
ered by the uninformed to be a modern 
innovation, let me say that it had its roots 
in antiquity, and is so recorded in scientific 
history. Modern civilization has only made 
the realization of this problem more acute. 
We are appalled by the toll of human lives 
lost annually by ill-considered attempts to 
adjust this problem of family size and family 
income. Legendary and unscientific methods 
having failed, the average family turns to 
abortion—self-induced or criminal—with 
the result that it is estimated that 8,000 
American mothers die annually from 
causes attributed to abortion. This consti- 
tutes half the annual deaths of 16,000 from 
causes associated with childbirth, Some 
medical authorities estimate as many as one 
million abortions are performed each year. 

Death, illness or economic loss from 
causes attributed to abortion certainly must 
shake the foundation of family life in many 
homes if these figures are true. Established 
clinics have already revealed that it is mar- 
ried women from twenty-five to forty years 
of age, after several children have been 
born, who resort to abortion. In our own 
local clinic, during 1935, the average num- 
ber of pregnancies per client, who sought 
advice, was 5.7; the average number of liv- 
ing children was 4.6. Another interesting 
fact that clinic research has established is 





*This address was delivered at the annual meeting of 
the Maternal Health League of Michigan at Hotel Hays, 
Jackson, Michigan, January 30, 1936. Dr. Furlong is chair- 
man of the medical advisory committee of the league. 

+Dr. Furlong was graduated from the University of Mich- 
igan Medical School in 1924 and took post-graduate work 
in Obstetrics and Gynecology and. entered private practice 
in 1929. He is a Fellow of the American College of Sur- 
geons, 1931, Chairman of the Section of Obstetrics and 
Gynecology of the Michigan State Medical Society in 1934 
and at present a member of the committee on Maternal 
Health, Chairman of the Advisory Board of the Maternal 
Health League of Michigan. His private practice is limited 
to Obstetrics and Gynecology. 
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that clinics are not offering unwanted ad- 
vice to their clients, as most of them have 
already tried the usual contraceptive mea- 
sures without success. Again, in our clinic, 
61.8 per cent of our patients gave a history 
of using some device or measure to prevent 
conception. 

For vears we have refused to face scien- 
tifically this social problem, until the move- 
ment has surged up from the general public. 
Within the last decade such organizations as 
this have met the challenge and are now em- 
barked on a constructive program. As | 
previously remarked, we have a responsibil- 
ity to discharge because of public support 
and demand. In my opinion the public has 
definite expectations of this group which we 
may well acknowledge. 

First of all, the public expects leadership. 
That leadership has been furnished in this 
State by an enlightened group of sponsors, 
lay and medical, who have not been afraid 
to organize, support and publicize their 
work, avoiding stunts and controversial 
squabbling. No movement as worthy as the 
Maternal Health League profits by undigni- 
fied debates between opposing groups. The 
issue becomes lost in the clash of personali- 
ties. So little is yet known of the science of 
this subject that polemics offer little real 
value. More value to the cause will come 
from scientific leadership and the public ex- 
pects it. 

Secondly, a broad educational program 1s 
expected, directed towards the research labo- 
ratory and the agencies in contact with the 


public. From the scientific angle too little 
has been known about contraception. Much 
is to be done in the laboratory yet. It 1s 


a strange anachronism that modern medi- 
cine has progressed so far and yet neglected 
this important field of science. The best 
interests of all concerned are served if the 
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medical profession acts as the purveyor of 
contraceptive advice as a part of its preven- 
tive medicine program. This means that 
medical students must be taught contracep- 
tive information, and many medical colleges 
are now doing that very thing, and phy- 
sicians in practice must be furnished with 
the latest information from medical cen- 
ters, and organized medical groups must be 
contacted. 

These things are already started in many 
localities. I believe the public even looks to 
a broader program than one just concerned 
with the control of families. The organized 
medical groups have been fighting a lone 
battle to reduce maternal mortality and cer- 
tainly ought to welcome the aid of a lay 
group, such as this, to augment their forces. 
Many social service and governmental agen- 
cies in contact with underprivileged homes 
are looking to this organization for help 
in their problems among the poor, so that 
close contact should be maintained between 
the Maternal Health League and other so- 
cial agencies. 

The legislation situation dealing with the 
dissemination of information and supplies 
has not been entirely clarified. The spon- 
sors of the Michigan program can be very 
helpful in working with other groups to 
alter the Federal and State laws which now 
act as a barrier to action in some localities. 


The public expects sound advice to be avail- 
able for the lawmaker as an aid in this field. 

The public does not want sensational en- 
tertainment from us. It wants sober, con- 
structive help to meet threatening social 
problems of fundamental importance in 
maintaining family life. The groups calling 
loudly for our help are the mothers shud- 
dering under the spectre of unwanted babies 
to feed and clothe. We have already dem- 
onstrated that we are not interested in un- 
married clients. We might well be inter- 
ested in the broad subject of education in 
sex hygiene but that is a matter for future 
consideration. 

There is a certain danger in over-enthusi- 
asm. Many socially-minded people are a 
little prone to deny the right of parenthood 
to the poor. Poverty is not a crime, and 
parenthood among the poor is not to be so 
regarded. The element of voluntary use of 
contraceptive advice by women is to be re- 
spected as it has been in the past. 

I would advocate a conservative program 
embracing scientific research, the accumula- 
tion of data, the continuation of educational 
work among social agencies, and careful 
sponsorship under medical guidance, giving 
the public the desired help without sensa- 
tional publicity or commercial exploitation, 
in other words, continuation of the present 
laudable endeavor. 





NOMINAL OR AMNESIC APHASIA WITH REPORT OF A CASE* 


HYMAN S. MELLEN, M.D.t+ 
and 


ISAAC L. POLOZKER, M.D 
ELOISE, MICHIGAN 


PEECH may be defined as a means of communication between human beings. It de- 
pends upon a comprehension of thought, the elaboration of this thought, and finally 
upon its expression. Aphasia is simply a disorganization in the domain of speech. The 
disturbance may be in any one or all of the dependent components. Head feels that speech 
is a highly intellectual process, terms it “symbolic thinking,” and, unlike many of his pred- 
ecessors, he does not feel that the divisions of speech are capable of independent existence 


in circumscribed areas in the cerebrum. 

It is in the idea of cerebral localization 
that most of the argument concerning apha- 
sia has arisen. It was Gall, early in the 
nineteenth century, who first suggested the 


*+Dr. Mellen is a graduate of Wayne University College 
of Medicine, June, 1933. He is Resident in the Departments 
of Internal Medicine and Neurology at Wm. J. Seymour 
Hospital, Eloise, Michigan. 

_tDr. I. L. Polozker, who was Attending Neurologist in 
Seymour Hospital, died August 21, 1935. 
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idea of cerebral centers for localization of 
various functions. He reported a case of 
aphasia with injury to the inner and pos- 
terior portion of the left “anterior lobe” of 
the brain. Bouilland continued this work 
of cerebral localization. He stated, “It is 
important to distinguish the two causes 
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which may be followed by loss of speech, 
each one in its own manner; one by de- 
stroying the organ for the memory of 
words, the other by alteration of the nervous 
impulse which presides over the movements 
of speech.” 

In 1861, Broca gave a complete anatomi- 
cal account of the lesion in a case of aphasia. 
He considered that the condition was the 
result of a lesion in the posterior third of 
the second and third frontal convolutions. 

It is with this latter concept that Hugh- 
lings Jackson and, after him, Henry Head, 
disagree most strenuously. Both approach 
the problem of aphasia from the psychologi- 
cal rather than the anatomic or physiological 
angle. The rigid conception of centers is 
not warranted if one is to accept the clinical 
experience of Head. In his work he has 
shown that no case of aphasia ever presents 
circumscribed speech defects. It can be 
shown, after careful study, that in every 
case varying defects of all types exist, al- 
though one type usually predominates. 

Before we can continue further in a dis- 
cussion of types of aphasia, we must make 
clear the various classifications which have 
arisen. 

If speech conception is entirely lost, com- 
plete aphasia is said to exist. However, this 
condition is of rare occurrence and, there- 
fore. a more minute study is essential. If 
the patient can hear but does not know the 
meaning of words, word-deafness is diag- 
nosed. If, on the other hand, the defect is 
in understanding written language, the con- 
dition is known as word-blindness, alexia, 
or visual aphasia. Auditory and visual 
aphasia together constitute the sensory apha- 
sia of Wernicke. 

If, on the other hand, the defect is in the 
actual production of the spoken word, it is 
designated as the motor aphasia of Broca. 
Motor defects also occur when the patient 
cannot write a word although he knows 
what he desires to write. 

From these concepts of speech formation 
and speech production has arisen the idea 
that each one of these lesser faculties of 
speech has a fixed center in the brain. Thus, 
centers are said to exist which, when af- 
fected, give ‘ pure” motor aphasia, “pure’’ 
sensory aphasia, ‘ ‘pure” alexia, and so forth. 
With this as a basis, aphasia has been further 
subdivided into cortical motor, subcortical 
motor, cortical auditory, subcortical audi- 
tory, cortical alexia, subcortical alexia, and 


246 


into transcortical varieties of each, depend 
ing upon whether the centers themselves are 
involved, the peripheral fibers from them, or 
the fibers between the sensory and motor 
centers are involved. 

With all of this elaborate anatomical 
scheme little actual pathological material has 
been brought forth to prove definitely such 
a concept. And, what is far more important, 
no case can be brought forth which actually 
falls into any one type of aphasia. All that 
can ever be said for these cases of aphasia 
either clinically or at autopsy is that they 
are “mixed aphasias.” Apparently, our 
knowledge of speech centers, association 
traits, and the physiology of the cerebrum 
in general is too scant to definitely name a 
type of speech defect and accurately localize 
the pathology associated with it. 

Now to return to our original definition 
of speech and aphasia. We said that speech 
is dependent upon a comprehension of 
thought, its elaboration, and its expression. 
Aphasia, we said, is simply a disorganiza- 
tion in this cycle. It is quite true that the 
disorganization may be in any phase of the 
development of the thought but clinically it 
is usually or at least quite often difficult to 
ascertain where the disorganization has oc- 
curred. To localize thought processes in the 
cerebrum is ridiculously impossible, and so 
to localize definitely aphasia, which is a 
thought process, is also out of the question. 

It is from this psychological angle that 
Henry Head has approached the problem. 
He defines aphasia as a failure in a greater 
or lesser degree of “symbolic formulation 
and expression.” He maintains that before 
speech can result there must be a formula- 
tion of a symbol—a sort of internal speech 
—and then, from this, external or audible 
speech results. To localize this thought 
mechanism is purely arbitrary and useless. 
He discards previous classifications and 
ideas of circumscribed speech areas in the 
brain and presents one which is entirely 
based on language concepts. 

1. Verbal defects —This is a disturbance 
of external speech. Vocabulary is limited 
and those words which are retained are mis- 
pronounced. The patient is cognizant of 
his errors (he symbolizes well) but cannot 
express himself correctly. 

2. Nominal defects.—There is a want of 
power to discover appropriate names, or to 
find categorical terms in which to express a 
situation. The patient possesses plenty of 
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words, but he cannot apply them exactly and 
verbal form may suffer in his efforts to 
discover the correct name. 


3. Syntactical defects.—This is a more or 
less gross disorder of rhythm and syntax. 
The patient speaks rapidly, his speech is 
jargon and prepositions, conjunctions, and 
articles tend to be omitted. Polysyllabic 
words are badly mispronounced. 


4. Semantic defects —tThere is a lack of 
recognition of the full significance of words 
and phrases apart from their immediate 
meaning. There is a “loss of memory for 
words.” The patient can utter words, even 
in syntactic order, but he does not appre- 
hend their significance. 


This classification of Head is one of the 
latest to appear in the explanation of the 
interesting condition of aphasia and prob- 
ably the most acceptable with the least 
chance for disagreement. 


From cases cited in his work on this 
problem, Head has attempted to localize 
lesions giving these four types of aphasia. 
He stresses the fact that in “attempts to cor- 
relate site of structural change with defects 
of function, it must never be forgotten that 
the severity and acuteness of the lesion exert 
an overwhelming effect on the manifesta- 
tions.’’ Speech does not arise in any of the 
“centers” of the brain. It is a result of 
higher intellectual activity of which we have 
little concept. No function is “localized” 
strictly in any part of the cortex, and the de- 
struction of this part of the cortex does not 
abolish the function. A destructive lesion 
in one of these “centers” throws a highly 
organized function into disorder. The func- 
tion is hindered or blocked and a new ad- 
justment occurs, which results in what we 
call the abnormal response, in our case, 
aphasia. 

Now, Head, from clinical data, has local- 
ized, more or less, these points of hindrance 
which give the abnormal responses, or types 
of aphasia, which he has classified. He 
agrees that the speech zone is on the left 
side of the brain in right-handed individuals. 
The more definitely the injury destroys the 
lower portion of the pre- and post-central 
convolutions and the parts beneath them, the 
greater the probability that the speech defect 
will be of the “verbal type.” A lesion in the 
upper convolutions of the temporal lobe will 
tend to result in the disorders of the “syn- 
tactical type.” Disorders occurring in the 
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supra-marginal gyrus result in the “‘seman- 
tic’ aphasia. Lesions in and around the 
angular gyrus and posteriorly are associated 
with “nominal aphasia.” 

The recently deceased Theodore H. Wei- 
senburg, in an extensive survey of the cases 
of aphasia in Philadelphia, reached some 
interesting conclusions. Although he does 
not disagree with Head’s classification cited 
above, he offers a somewhat simpler and 
possibly a more easily applicable classifica- 
tion. 


He divides aphasia into (1) expressive, 
(2) receptive, and (3) expressive-receptive. 
By expressive aphasia is meant those dis- 
turbances of speech or writing in which the 
expression is at fault. This can be further 
subdivided into defects in articulation; and 
amnesic aphasia, in which there is difficulty 
in evoking words such as names for objects, 
things, persons, etc. Receptive aphasia, as 
the name implies, merely implies a difficulty 
in understanding or a lack of recognition 
of words and phrases, or of objects. Ex- 
pressive-receptive aphasia is a combination 
of the two conditions. 


Like Head, Weisenburg speaks of localiz- 
ation merely in generalities. He agrees that 
aphasia is associated with lesions on the left 
side of the brain in right-handed individuals, 
but does not describe a circumscribed speech 
center. Expressive aphasia occurs in lesions 
of the anterior part of the brain. Receptive 
aphasia is associated with lesions in the 
anterior portions but there also is quite 
likely to be lesions further posterior, i.e., in 
the parietal and temporal regions. Expres- 
sive-receptive defects naturally are associated 
with combinations of lesions or in the fibers 


between them. Weisenburg closes his stud- 


ies with the idea that speech, written or oral, 
is a psychic process and a product of the 
activity of the brain as a whole, and localiz- 
ation, although fascinating, is not accurate- 
ly possible. 

In sixty cases of aphasia, Weisenburg 
found twenty-six cases of expressive apha- 
sia, seventeen of receptive aphasia, twelve 
of the expressive-receptive type, and five of 
the amnesic variety. 

Recently, in our Neurology service, we 
encountered a case which brought home to 
us the hopelessness of attempting to clarify 
the entire problem of aphasia, and, because 
he presented a rather rare clinical picture, 
we decided to present his case in full. 
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W. G., a right-handed, white man, aged forty- 
seven was admitted to the neurology service of the 
Seymour Hospital, Eloise, Michigan, on March 5, 
1935, by transfer from the Detroit Receiving Hos- 
pital. His transfer diagnosis was “cerebro-vascular 
accident.” The physical findings as described on the 
transfer record were “weakness of right side.” On 
admission to our hospital, he gave a history of a 
“stroke” on January 31, 1935, followed by a period 
of three weeks for which he had no remembrance. 
When he regained consciousness he had a weakness 
of the left side and was “muddled” mentally. Since 
that time he felt that he had improved. He spoke 
with a fair amount of codrdination but he frequently 
interjected words which had no definite place in 
the sentence as stated. When viewing an object he 
was not able to tell the name of it although he 
knew its use and could employ it. He frequently 
called an object by its wrong name, and when told 
the name of the object he would use that name to 
designate some new object when it was shown to 
him. He realized that he was making these errors 
but could not rectify himself. He had no similar 
difficulty in repeating simple phrases or reading them. 
He could recognize colors and name them. Likewise, 
he had no difficulty in recognizing and naming num- 
bers. 


It was quite significant that when shown a play- 
ing card which he was using at the time the examin- 
er approached him, he could not name the object 
he was holding. However, when he was asked, 
“What are you doing?” he readily replied, “Playing 
cards.” Immediately after this, the card was pointed 
out to him and the question, “What is this?” asked, 
and the reply was, “I know what it is but I can’t 
eat.” 


In naming other subjects similarly familiar to 
the patient, like experiences were encountered. A 
fountain pen was shown to the patient on numerous 
occasions and after much hesitation each time, he 
would call it a “hand lathe,” and, then immediately 
say, “No, it isn’t a hand lathe; you write with it, 
but I can’t remember its name.” Likewise he could 
not name a safety pin, shoes, bed, and numerous 
other objects. 


The tests sugested by Head were used in this 
case to determine the degree of disturbance. Pe- 
culiarly enough, although he had such intense diffi- 
culty in naming familiar objects, he had no trouble 
in naming and recognizing colors. In attempting to 
repeat after the examiner the phrase, “The man, 
the dog, and the cat,” he repeatedly said, “The man, 
the dog, and the mat” instead. He had no difficulty 
in telling the correct time on the clock, nor in plac- 
ing the hands at any named hour. He could place 
his finger to various parts of his body at the com- 
mand of the examiner, but had slight difficulty in 
naming the parts when they were pointed out to 
him, but this manifested itself only in hesitancy 
which he overcame by care. He wrote and re- 
peated the alphabet with ease, and he wrote and 
recognized numbers rapidly. Likewise, his attempt 
at spontaneous drawing of named objects or copying 
of simple figures were quite within the range of 
normal. The past history of the patient revealed a 
right-sided cerebral hemorrhage two and a half years 
prior to the present illness unassociated with the 
aphasia, but there had been some residual weakness 
on the left side which the recent stroke had exag- 
gerated. 


The physical examination revealed a_ well-nour- 
ished and well developed white man, not acutely 
ill. There was a facial weakness on the left. Pupils 
reacted to light and accommodation. The fundus 
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revealed segmental narrowing of the arterioles with 
an arteriosclerosis grade III. The ears, nose, and 
throat were essentially negative. Lung fields were 
clear and resonant. The heart was enlarged to the 
left and downward. There were no murmurs but 
the second aortic sound was accentuated. Blood 
pressure, 190/100. Examination of the abdomen 
gave negative findings. Rectal and genitalia exami- 
nation revealed no pathology. 


Neurologically, he presented grossly the findings 
of a right intracranial accident with hyperactive re- 
flexes on the left, and evidence of a right upper mo- 
tor neurone lesion, characterized by a positive Hoff- 
mann and Babinski on the left. There was a sug- 
gestion of a positive Babinski on the right which 
was not conclusive. There was no clonus. 


Our conclusions were a right cerebral 
accident plus a nominal aphasia of Head, or, 
if one follows Weisenburg’s teachings, an 
amnesic aphasia, but we are at a loss to ex- 
plain a speech defect with a cerebral accident 
on the right side in a right-handed indi- 
vidual if we consider only one lesion. 


There are several ways to explain this oc- 
currence, none fully satisfactory. 


1. The recent “stroke” occurred on the 
left side and all of our findings are those 
of the previous accident. In doing this we 
disregard the patient’s story that upon re- 
covering consciousness there was a definite 
weakness on the left which was not present 
prior to the recent accident. In doing this 
we accept the transfer record of “weakness 
on the right side’ which we could not find. 


2. This patient might have the rather 
rare condition of uncrossed pyramidal tracts 
giving him a left hemiplegia plus aphasia. 


3. It appears to us that probably the best 
explanation for the condition is that the pa- 
tient demonstrates how vague is our knowl- 
edge of the exact nature and anatomical lo- 
cation of lesions causing aphasia. It is not 
beyond the realm of reason, in fact, it ap- 
pears quite plausible to us, that this patient 
could have a lesion on the left side of the 
brain sufficient to give him his aphasic 
symptoms concomitant with his accident on 
the right side which resulted in a hemiplegia. 
The left sided accident could be quite mi- 
nute and result in his very limited and un- 
usual type of aphasia. Physiologically, one 
could postulate a right-sided thrombosis re- 
sulting in a previously diseased vessel when 
the blood pressure fell as a result of a left- 
sided hemorrhage, or merely an exudation 
through the cerebral vessels which was more 
profuse on one side than on the other. 
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But to name any definite site is useless 
and impossible. It suffices to say that be- 
cause of a vascular accident, probably on 
the left side of the brain, our patient had a 
disorganization in his domain of speech, 
which manifested itself in a nominal or am- 
nesic aphasia. 
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THE PATHOGENESIS AND TREATMENT OF 
SUBCUTANEOUS EDEMA* 


GORDON B. MYERS, M.D.+ 
DETROIT, MICHIGAN 


XTENSIVE clinical investigation during the past few years has confirmed and elab- 


orated upon Starling’s concept of the pathogenesis of edema.*° 


It is my purpose to 


review the recent advances in this field®****?° with particular reference to their practi- 
cal application in the diagnosis and treatment of edema. 


Formation of Tissue Fluids in the Normal Individual 


The normal capillary wall is impermeable to plasma protein and, as a consequence, tis- 
sue fluids are practically protein-free."” On the other hand, it permits water and salts to pass 


freely from the capillaries into the tissue 
spaces or from the tissues back into the cap- 
illaries. The direction actually taken de- 
pends largely upon the balance between two 
forces: (1) the capillary blood pressure 
which tends to drive water and salts out in- 
to the tisues, (2) the hydrophilic power of 
serum protein (oncotic or colloidal osmotic 
pressuret ), which tends to draw them back 
into the capillaries. 

Accurate measurements of capillary blood 
pressure have been made by inserting a mi- 
nute cannula with manometer attachment 
into a nail bed capillary with the aid of a 
microscope.” The average pressure at 
the arterial end of the capillary is 32 mm. 
Hg., and at the venous end 12 mm. Hg. 
The oncotic pressure exerted by 1 gm. of 
albumin per 100 c.c. is 5.5 mm. Hg. and 
that of 1 gm. of globulin per 100 cc. is 
1.4 mm. Hg."* Since normal blood plasma 
contains an average of 4.5 per cent albumin 
and 2 per cent globulin,”?®”** its oncotic 
pressure is approximately 27.5 mm. Hg. 

At the arterial end of the capillary, blood 
pressure (32 mm.) exceeds oncotic pressure 





*From the Department of Internal Medicine of Wayne 
University. 

Dr. Myers was graduated from the University of Mich- 
igan in 1927. e is an assistant professor of clinical medi- 
cine at Wayne University. 

tThe term, oncotic pressure, is used as a synonym of 
colloidal osmotic pressure and is merely an expression of 
the affinity of colloids for water. 


Aprit, 1936 








(27.5 mm.) and as a consequence water 
and crystalloids are forced out into the tis- 
sues. At the venous end, oncotic pressure 
(27.5 mm.) normally exceeds blood pres- 
sure (12 mm.), hence water and crystalloids 
are drawn back into the blood stream. As 
long as such a balance in pressure exists, ab- 
sorption of tissue fluids keeps pace with 
their formation and edema does not occur. 


Pathogenesis of Edema—Physiological 
Aspects 


If the blood pressure at the venous end of 
the capillary is raised or the oncotic pres- 
sure lowered sufficiently to reverse their nor- 
mal relationship, tissue fluid will be formed 
instead of absorbed at the venous end of the 
capillary. When sufficient fluid has accumu- 
lated in the tissue spaces to produce a swell- 
ing that pits upon pressure, edema becomes 
manifest clinically. According to its patho- 
genesis, edema may be divided into two 
types: 

1. Edema due to rise in venous pressure. 
Interference with the venous circulation, as 
in cardiac decompensation and thrombo- 
phlebitis, leads to an increase in pressure in 
all distal veins and capillaries. If the blood 
pressure at the venous end of the capillary 
rises above the oncotic pressure, edema de- 
velops. 
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2. Edema due to fall in effective oncotic 
pressure. The effective oncotic pressure is 
represented by the difference in osmotic 
pressure of the plasma and tissue fluid pro- 
teins. Normally, the tissue fluid protein is 
negligible, consequently the effective oncotic 
pressure is practically the same as the actual 
pressure of the plasma proteins, which aver- 
ages 27.5 mm. Hg. Approximately 90 per 
cent of this figure is due to the albumin frac- 
tion and only 10 per cent to globulin. When 
the capillary wall is damaged, it becomes 
permeable to protein. The albumin mole- 
cule is smaller and passes into the tissue 
spaces more readily than globulin. Thus, 
marked changes in effective oncotic pressure 
are usually due to changes in the albumin 
fraction of the plasma or tissue fluid. 


(a) Edema due to fall in plasma albu- 
min. This is usually the result of an inade- 
quate diet or an excessive albuminuria. 
Whenever the plasma albumin is below 
2.5 per cent, edema is generally present. 


(b) Edema due to escape of albumin 
into the tisue fluids. This is usually due to 
capillary damage. In lymphatic obstruction, 
a comparable situation arises from the dam- 
ming back of albumin-rich lymph into the 
tissue spaces. The osmotic pressure of the 
tissue fluid albumin opposes that of the plas- 
ma protein. If the tissue fluids contain more 
than 2 per cent albumin, the effective plasma 
oncotic pressure is reduced sufficiently to 
permit edema. 


Rate of accumulation of edema. A re- 
versal in pressure relationships in the venous 
loop of the capillary is largely responsible 
for the development of edema. The amount 
accumulating and the rapidity of formation 
are affected by at least six other factors. 


(a) The salt intake is the most impor- 
tant of these.*”* Whenever reversed pressure 
relationships are established, most of the in- 
gested salt is forced out into the tissues along 
with enough water to form a fluid approxi- 
mating Ringer’s solution. Since the average 
diet contains 5 to 15 gm. of salt daily, as 
much as 0.5 to 1.5 liters of edema fluid may 
accumulate daily if restrictions are not im- 
posed. The hydropigenic constituent of salt 
is the sodium, not the chloride ion, as shown 
by the fact that other sodium compounds 
such as the bromide’® and bicarbonate™* will 
increase edema, whereas certain chlorides, 
such as potassium and ammonium chlorides, 
are valuable diuretics. 
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(b) Reaction of the dietary ash. A basic 
ash favors water retention whereas an acid 
ash promotes diuresis. In edematous ne- 
phritics who were gaining weight steadily 
on a basic ash diet, diuresis could be induced 
merely by acidifying the diet with dilute hy- 
drochloric acid.” 

(c) Posture. The more dependent the 
part, the greater the hydrostatic pressure at 
the venous end of the capillaries and the 
more rapid the accumulation of edema. 
Posture influences the distribution of all 
types of edema, but in particular that occur- 
ring in cardiac decompensation. 


(d) Tissue pressure. Edema has a pre- 
dilection for loose tissues, such as the face 
and eyelids and is slight or absent where the 
skin is tightly adherent, as in the palms and 
soles. As edema increases, tissue pressure 
rises. Since tissue pressure opposes capillary 
blood pressure, the rate at which edema ac- 
cumulates is inversely proportional to the 
amount already present.”° 


(e) Temperature. The rate of forma- 
tion of edema is directly proportional to the 
temperature of the part.”° 

(f{) Lymphatic obstruction blocks one of 
the two avenues for the removal of tissue 
fluid. Because of high albumin content of 


‘the fluid dammed back from the lymph ves- 


sels into the tissue spaces, the effective os- 
motic pressure of the plasma proteins is re- 
duced and the edema cannot be completely 
absorbed into the capillaries. 


Pathogenesis of Edema—Clinical Aspects 


In Table I, the various clinical types of 
edema have been classified into a group prin- 
cipally due to rise in venous pressure and 
into a group chiefly due to fall in oncotic 
pressure, either from depletion of plasma al- 
bumin or from escape of albumin into the 
tissues. Edema is not always due to a single 
factor. The most important conditions in 
which more than one factor enters into the 
production of the edema will be briefly dis- 
cussed. 

Whereas a rise in venous pressure is 
largely responsible for the edema in cardiac 
failure, increased capillary permeability 
from anoxemia and fall in plasma albumin 
as a result of albuminuria, anorexia or an 
ill advised low protein diet may contribute 
towards it. 

In nephritics, all three types of edema 
may be observed. At the onset, the edema is 
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TABLE I. PATHOGENESIS OF EDEMA 
I. Increased venous pressure 
A. Cardiac decompensation 
B. Local venous stasis 
1. Varicose veins 
2. Thrombophlebitis 
3. Obstruction from external pressure (as 
from pelvic tumors, etc.) 


II. Lowering in effective oncotic pressure 
A. Fall in plasma albumin 
1. 


Inadequate protein intake (nutritional 

edema) — 

a. Improper diet (war edema, beriberi, 
etc. ) 


b. Anorexia (cachectic states, etc.) 
c. Defective absorption (chronic diarrhea) 
2. Impaired formation of plasma albumin 
a. Diffuse liver damage (cirrhosis) 
3. Excessive loss of albumin from body 
a. In urine (nephrotic edema) 
(1) Subacute glomerulonephritis (ne- 
phrotic stage) 
(2) Lipoid nephrosis 
(3) Amyloid kidney 
b. Through excessive effusion into serous 
cavities and through profuse suppuration 
B. Escape of albumin into the tissue fluids 
1. Capillary damage 
a. Diffuse —T 
(1) Bacterial toxins—(acute nephritis) 
(2) Allergens (angioneurotic edema) 
(3) Certain drugs—(uranium nitrate, 
paraphenylendiamine) 
b. Local 
(1) Inflammation 
(2) Insect bites 
2. Lymphatic obstruction 





due to a widespread capillary damage.” 
Edema of this type is transient in duration. 
When edema persists over a long period of 
time, depletion of serum albumin is general- 
ly responsible. In late stages, cardiac failure 
may supervene. 

Peripheral edema in cirrhosis is due part- 
ly to stasis in the inferior vena cava result- 
ing from increased intra-abdominal pressure, 
partly to fall in serum albumin. Whereas 
anorexia and loss of albumin in the ascitic 
fluid contribute towards the latter, the fail- 
ure of some cases to respond to a high pro- 
tein diet would suggest that impaired forma- 
tion of plasma albumin is an important fac- 
tor,**:*4 

The edema which accompanies anemia is 
usually traceable to fall in serum albumin, 
to venous thrombosis or to heart failure. A 
fall in hemoglobin or red cells in the absence 


of these factors is not associated with 
edema.?” 





“The theory that nephritic edema is due to retention 
of salt and water is not borne out by clinical and experi- 
mental observations. Retention of salt and water in acute 
nephritis has not been conclusively demonstrated. Bilater- 
ally nephrectomized animals, in whom a maximal salt and 
water retention would be expected, do not develop edema 
unless they are given large amounts of saline. 
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Diagnosis 


Congestive heart failure is usually easily 
recognized by the dependent edema, en- 
larged liver, engorged cervical veins, pul- 
monary congestion and cardiac changes. 
Edema from local venous stasis is likewise 
readily detected by its asymmetrical distri- 
bution and by the changes in the veins. 

The most frequent diagnostic error lies in 
the failure to recognize the part played by 
reduction in plasma albumin. This is almost 
always a factor in chronic edema in which 
the face is involved in addition to the de- 
pendent parts. Even though the face is un- 
affected, the dietary history of all chronic 
cases should be investigated, and the loss of 
protein in the urine and body fluids evalu- 
ated. Whenever possible, a serum albumin 
determination should be made. If this is be- 
low 2.5 per cent, it is certainly an important, 
if not the sole, cause of the edema. If it is 
between 2.5 per cent and 3 per cent, it is 
probably a contributory factor. Unless the 
part played by fall in serum albumin is ap- 
preciated and an adequate protein intake as- 
sured, therapeutic results will usually be 
disappointing. 


The clinical forms of edema arising from - 
increased capillary permeability are usually 
easy to recognize. Suddenly appearing cir- 
cumscribed areas of subcutaneous swelling 
with urticaria are characteristic of angioneu- 
rotic edema. An acute diffuse edema, most 
marked in the face and eyelids, should sug- 
gest an acute nephritis, which may be veri- 
fied by urine examinations, blood pressure 
and blood urea determinations. In case the 
urine is negative, trichiniasis should be con- 
sidered and a blood smear examined for 
eosinophilia. Inflammatory edema _ secon- 
dary to local infection is seldom, if ever, dif- 
ficult to recognize. Lymphatic obstruction is 
revealed by the brawny skin induration. 


Treatment 


The following outline of treatment is rec- 
ommended for edema due to rise in venous 
pressure or fall in serum albumin.7 


A. Rest in bed is indicated as long as there 
is gross edema. 





tEdema due to increased capillary permeability requires 
specialized treatment depending on the cause. Angioneurotic 
edema is relieved by adrenalin. Afterwards the causative 
allergen must be searched for and eliminated. Inflamma- 
tory edema requires local heat and drainage. In acute 
nephritis the most important measures are rest and drastic 
salt restriction. 
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B. Diet: 
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1. 


A high caloric intake is desirable to 
combat undernutrition. When the 
appetite is poor, frequent feedings 
of concentrated foodstuffs may be 
necessary. 

A high protein diet is indicated 
whenever plasma albumin is low- 
ered. The maximum amount that 
the average person will tolerate is 
100 to 120 grams daily. This is 


. provided for by including a pound 


of meat or fish in the menu. 

An acid ash promotes diuresis. 
Meat, eggs and cereals leave an acid 
ash whereas fruits and vegetables 
are basic. A high protein diet will 
thus leave an acid ash unless large 
amounts of fruit and vegetables are 
included. 

Salt restriction is the most impor- 
tant part of the diet. When condi- 
tions favorable to the development 
of edema have been established, the 
amount accumulating depends upon 
the intake of sodium. For this rea- 
son, medication containing sodium 
should be avoided and the salt in- 
take should be reduced to a mini- 
mum. Since most raw foods are 
salt-poor, a satisfactory diet for 
edematous subjects may be prepared 
in the home by observing the fol- 
lowing precautions: (a) add no salt 
during cooking or at the table; 
(b) avoid salted preserved meats 
and fish, sausage, meat extracts and 
sauces, cheese and salted crackers; 
(c) use salt-free bread and butter 
(salt may be removed from ordi- 
nary butter by melting in boiling 
water, then resolidifying) ; (d) do 
not use milk as a beverage. Such a 
diet should contain between one and 
two grams of salt daily. Spices 
may be used liberally to make the 
diet more palatable. Potassium 
chloride has proved to be a good 
salt substitute and an effective diu- 
retic when supplied in a salt shaker 
with instructions to season the food 
to taste, using a total of five grams 
daily.* 

Moderate fluid restriction. As long 
as the diet is salt-free and leaves an 
acid ash, fluids may be forced with- 
out increasing edema.?? The excess 


water is eliminated through the 
lungs and skin. Since an absolutely 
salt-free diet is not practical clini- 
cally, moderate fluid restriction (i.e., 
to 1500 c.c. daily) is advisable while 
edema lasts. 


C. Digitalization is indicated whenever con- 
gestive heart failure contributes to- 
wards the edema. 


D. Removal of accumulated flud. 


1. 


Through kidney—by diuresis. The 
only important contraindication to 
the diuretics as a group is renal in- 
sufficiency, which leads to drug re- 
tention and poisoning. The sim- 
plest and one of the most delicate 
tests of renal function is the spe- 
cific gravity of the urine. If the pa- 
tient can put out a sugar-free urine 

with a specific gravity above 1.020, 

any of the following diuretics may 

be tried: 

a. The acid forming salts,’ partic- 
ularly amonium chloride and ni- 
trate, should, as a general rule, 
be tried first. The usual dose of 
either drug is 30 to 50 grains 
tid. p.c. In the event that the 
taste of the aqueous solution is 
objectionable, the drugs may 
be prescribed in capsules. The 
nitrate is less likely to produce 
nausea, vomiting and acidosis 
but, on the other hand, occasion- 
ally causes cyanosis through con- 
version of hemoglobin to meth- 
emoglobin.”** The cyanosis 
promptly clears up after the 
withdrawal of the drug. Fur- 
thermore, the nitrate may lose 
its diuretic effect when given 
over a period of time, due to de- 
pletion of plasma chlorides. 
When ammonium salts must be 
given over a long period, it is 
best to alternate the nitrate and 
chloride. Acidosis should be 
watched for and the renal func- 
tion checked at intervals. 


b. Salyrgan, an organic mercurial, 
is indicated on the third morn- 
ing of treatment, if a satisfac- 
tory diuresis was not produced 
by the ammonium salts and other 
measures instituted during the 
first two days. It is given intra- 
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venously (never subcutaneously 
because of slough formation), 
the initial dose being 0.5 c.c. It 
may be repeated once or twice 
weekly in doses of 1 or 2 
c.c. as long as renal function is 
intact and hematuria is not pro- 
duced. For maximal results an 
ammonium salt should be given 
for two days prior to each in- 
jection. Salyrgan has been giv- 
en in this manner over long pe- 
riods of time without demon- 
strable ill effects.*”*? Inthe pres- 
ence of renal insufficiency, how- 
ever, mercurial poisoning with 
its usual manifestations (olli- 
guria, stomatitis, colitis) is like- 
ly to occur. 

Xanthine diuretics may be used 
for two days prior to salyrgan, 
in place of or together with an 
ammonium salt.*? The urinary 
output when the drugs are given 
in this manner is greater than 
the summation effect when used 
independently. The xanthine di- 
uretics are valuable in cardiac 
edema but are often ineffective 
in other forms. The best diu- 
retic of this group is theocin, 
which is given in five grain 
doses after breakfast and after 
the noon meal for a period of 
two or three days. The diure- 
sis will thus occur in the after- 
noon and evening and will not 
interfere with the patient’s sleep. 
By giving the drug p.c. the inci- 
dence of nausea and vomiting is 
minimized. If a gastric upset 
does occur, aminophyllin (3 
grains), theobromine sodium sa- 
licylate (10 grains) or phyllicin 
(4 to 8 grains) may be substi- 
tuted. These drugs are closely 
related chemically to theocin, are 
less irritant to the stomach, but 
also are generally less effective. 


Urea. Since there is a limit to 
the concentrating ability of the 
kidneys, the greater the quantity 
of urea excreted, the larger the 
volume output of urine. A dose 
of 50 to 100 grams of urea daily 
is necessary to produce a satis- 
factory diuresis. However, urea 


SS) 


may actually increase edema, 
for, like salt, it is freely diffus- 
able into the tissues. Further- 
more, it is unpleasant to take, 
even when iced and flavored 
with lemon. 
Mechanical removal of fluid. Hy- 
drothorax is seldom completely ab- 
sorbed and should be removed as 
early as possible by thoracentesis. 
Massive ascites interferes with re- 
nal function through pressure on 
the renal veins and therefore should 
be evacuated. Small collections of 
ascitic fluid generally respond to di- 
uretics. Peripheral edema should 
not be removed mechanically unless 
all other measures fail, because of 
the danger of cellulitis. 
Elimination of fluid through the 
bowel and skin. Purgation and 
sweating, when vigorous enough to 
eliminate considerable fluid, are 
poorly tolerated by the patient. 


E. Methods of increasing plasma: oncotic 
pressure. 


1. 
a: 


High protein diet. 


Thyroid extract is at times helpful 
in the removal of nephrotic edema® 
but is contraindicated in cardiac de- 
compensation. A rise in plasma on- 
cotic pressure has been observed 
following thyroid therapy.”* The 
initial dose is 1% to 1 grain t.i.d., 
which may be stepped up rapidly as 
long as symptoms of thyrotoxicosis 
do not appear. As much as 15 to 30 
grains daily has been given without 
untoward effect. 


Acacia. Frequent intravenous in- 
jections of acacia have been used in 
stubborn cases of nephrotic edema 
in an attempt to raise plasma on- 
cotic pressure.” Recent work* has 
shown that reduction of edema by 
acacia is only transient and that the 
ultimate effects are undesirable. 
With continued injections there is 
a marked enlargement of the liver 
and a pronounced fall in plasma 
albumin. 

Blood transfusions are occasionally 
followed by appreciable rise in plas- 
ma oncotic pressure and disappear- 
ance of edema.” 


253 











SUBCUTANEOUS EDEMA—MYERS 


5. Reinjection of protein derived from 
body fiuids. Considerable protein is 
lost in the fluids removed by para- 
centesis. It would seem logical to 
collect these fluids under sterile pre- 
cautions, reduce their volume in a 
desiccator and reinject them intra- 


venously. 
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CANCER SURVEY OF MICHIGAN* 
Made by 
FRANK LESLIE RECTOR, M.D.+ 


Cancer Statistics —There are fairly com- 
parable statistics of cancer mortality influ- 
enced, as are all other vital statistics, by the 
accuracy with which the cause of death has 
been determined and the statistical facts in- 
terpreted. Mortality figures alone are of 
little value in discovering the frequency 
and distribution of the disease or in plan- 
ning a prevention and control program. 

Morbidity figures are needed to give a 
picture of cancer at a time most hopeful 
for cure and control. Such statistics in gen- 
eral are wanting, in spite of the fact that 
at the present time cancer is a reportable 
disease in eleven states. Such figures are 
needed to check death certificates, to stimu- 
late earlier diagnosis, to evaluate therapeutic 
methods, and to augment clinical knowledge 
of the disease. 

There might well be associated with the 
collection of morbidity statistics the assem- 
bling of similar information as to results of 
treatment. Inasmuch as but three methods 
of treatment are now recognized, viz., sur- 
gery, roentgen ray, and radium, it should 
be a comparatively easy undertaking to ob- 





*Continued from March, 1936, issue. 
*Field Representative, American Society for the Control 
of Cancer, New York, N. Y., Clarencé Cook Little, Sc.D., 
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tain fairly accurate statistics on treatment 
from those institutions seeing the largest 
number of cancer patients. 

Dr. Gosta Forssellt has said: 


“In my opinion, the introduction of a means for 
controlling treatment in the form of obligatory 
statistics as to the result of treatment is much 
more important than are statistics as to mortality 
and morbidity. The elaboration of present methods 
of cancer treatment and their further development 
depend on the availability, for practitioners and 
medical authorities, of trustworthy statistics as to 
the results of therapeutic means now in use. Such 
statistics are also necessary for estimating the ef- 
ficiency of new forms of therapy.” 


For some reason the collection of mor- 
bidity statistics has been ignored by the 
agencies most concerned in this work. A 
few hospitals are specializing in cancer 
treatment and it is from these that available 
statistics are being received. As one essen- 
tial of acceptable tumor clinics, now being 
organized in general hospitals, is the keep- 
ing of accurate and adequate records, it is 
expected that soon a considerable body of 
information from this source will be avail- 
able on cancer morbidity and therapy. How- 
ever, it will be necessary to increase the 
sources of this information much beyond 
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their present number and scope before their 
value will in any way approach that of other 
diseases. 


In the absence of definitely known etio- 
logical factors, the most promising attack 
on cancer is through the collection and 
analysis of all possible information bearing 
on it. Hospitals and physicians in private 
practice should take full advantage of their 
opportunities to record in detail the factors, 
both primary and collateral, that relate to 
their cancer patients. 


Organized Cancer Service 


Surveys made by the American Society 
for the Control of Cancer have shown that 
the average general hospital does not have, 
nor can it be expected to have, adequate 
facilities for the diagnosis and treatment of 
all types of malignant diseases. The small 
number, 2 to 3 per cent, of such patients 
cared for, the cost of necessary equipment, 
especially deep therapy and radium, the ab- 
sence of staff members with training and 
experience to insure competency in diag- 
nosis and treatment, all suggest that the 
hope for an improved service to these pa- 
tients rests in the development of adequate 
facilities in a few institutions where satis- 
factory work can be done. 


In codperation with the American Society 
for the Control of Cancer, the American 
College of Surgeons, through its Committee 
on the Treatment of Malignant Diseases, 
has outlined the following types of institu- 
tions for the treatment of cancer: 


1. Cancer institutes 

2. Cancer hospitals 

3. Cancer clinics in general hospitals 
a. Complete cancer clinics 
b. Diagnostic cancer clinics 


The quotations that follow, unless other- 
wise noted, are taken from the pamphlet of 
the American College of Surgeons entitled 
“Organization of Service for the Diagnosis 
and Treatment of Cancer,” June, 1931. 


Cancer Institutes—“A cancer institute is an or- 
ganization equipped with hospitals and laboratories 
especially organized and conducted for carrying on 
research in relation to the nature of cancer and its 
diagnosis and treatment, as well as for the clinical 
diagnosis and treatment of actual cancer cases... . 
Institutes of this nature require very considerable 
endowment or such generous annual appropriations 
as can be obtained usually only from the state or 
national government. They are undoubtedly the 
most effective method of dealing with the cancer 
problem, but their cost is such that their number 
will inevitably be somewhat restricted.” 
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Cancer Hospitals—Cancer hospitals are 
devoted exclusively to the diagnosis of can- 
cer and allied diseases. They differ from 
cancer institutes in that major emphasis is 
placed on clinical work rather than on re- 
search. At this time not more than twelve 
such hospitals are found in this country. 


“Such organizations require very considerable 
financial support either by endowment or by annual 
appropriation. Hospitals of this nature may be sup- 
ported by the state deparements of public health, 
as in Massachusetts; by state universities, as in the 
Cancer Institute of the University of Minnesota; or 
partly by endowment and partly by annual subscrip- 
tion, as in the case of those organized under private 
enterprise. Institutions of this nature are coming 
into existence as special departments of existing 
hospitals in many places.” 

Cancer Clinics in General Hospitals——“Where 
funds sufficient for the maintenance of cancer in- 
stitutes, research laboratories, or special cancer 
hospitals are not available, the demand for im- 
proved service for cancer cases has resulted in the 
organization of special cancer clinics in existing 
general hospitals and of cancer diagnostic clinics in 
many places in the country in the past few years. 
The reason for the organization of these special 
cancer clinics is primarily the fact that the field of 
cancer diagnosis and cancer treatment has developed 
so widely in the past few years that only by the 
organization of a group of representatives of the 
different departments of the hospital can the full 
resources available at the present day for the treat- 
ment of cancer be made accessible to the individual 
patient. Many general hospitals are equipped with 
the material and apparatus needed for the treat- 
ment of cancer, including high voltage x-ray and a 
sufficient amount of radium, but a separate organi- 
zation is required to make this equipment available 
for the cancer patient and to secure the necessary 
consultation and codperation from the different 
members of the hospital staff who are interested 
and competent in this field.” 


Cancer Diagnostic Clinics. — Hospitals 
unable to meet fully the requirements for a 
cancer service, as outlined previously, but 
which have staff members interested in can- 
cer and a laboratory with equipment and 
personnel to interpret the histological find- 
ings, may offer a cancer diagnostic service. 


“Cancer diagnostic clinics may be organized in 
smaller communities where modern x-ray equipment 
and an adequate supply of radium is lacking. The 
object in establishing such a clinic is to provide 
better diagnoses upon cancer patients, to furnish a 
group judgment concerning the proper means of 
therapy to be employed, and to educate the medical 
public concerning this important group of diseases. 
Medical men in the community should be encour- 
aged to bring patients to such a clinic, accompanied 
by a complete record of the history and physical 
examination. When a diagnosis shall have been 
reached and a line of treatment suggested, the sur- 
geon or physician will be free to continue the care 
of his own patient as he may see fit.” 


Minimum Standard.—The American Col- 
lege of Surgeons* has promulgated mini- 
mum standards for cancer clinics in general 





*Surgery, Gynecology and Obstetrics, June, 1931. Also 
published as a separate pamphlet by the College of Sur- 
geons. 
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hospitals. These standards can be put into 
effect in whole or in part as local conditions 
indicate. They are as follows: 


“1. Organization—There shall be a definite or- 
ganization of the service, and it shall include an ex- 
ecutive officer and representatives of all the depart- 
ments of the hospital which are concerned in the 
diagnosis and treatment of cancer. The services of 
a secretary and of a social service worker shall be 
available. 


“2. Conferences.—As an essential feature of the 
service there shall be regular conferences or con- 
sultations at which the diagnosis and treatment of 
the individual cases are discussed by all members 
of the clinic who are concerned with the case. 


“3. Patients.—Reference to the cancer clinic of 
all patients in whom the diagnosis or treatment of 
cancer is to be considered shall be either voluntary 
or obligatory in accordance with the vote of the 
medical staff or of the governing board of the hos- 
pital. 

“4. Equipment.—In addition to the diagnostic and 
therapeutic surgical equipment which is required in 
every approved general hospital there shall be avail- 
able an apparatus for x-ray therapy of an effective- 
ness which is generally agreed upon as adequate, 
and an amount of radium sufficient to insure effec- 
tive treatment. 


“5. Records.—In addition to the records which 
are required in every approved hospital, there shall 
be additional records of: 


“(a) The details of the history and of the ex- 
amination for cancer in different regions of the 
body, such as are indicated on the form records 
which are recommended by The Committee on the 
Treatment of Malignant Diseases, American Col- 
lege of Surgeons. 


“(b) The details of the treatment by radium or 
x-ray as indicated on the form records which are 
recommended by The Committee on the Treatment 
of Malignant Diseases, American College of Sur- 
geons. 


“(c) Periodic examinations at intervals for a 
period of at least five years following treatment. 


“6. Treatment of cancer patients shall be entrusted 
to the members of the staff of the cancer clinic 
except in cases in which adequate treatment in ac- 
cordance with the collective recommendation of the 
staff of the cancer clinic can be procured other- 
wise.” 


A discussion of some of the problems 
connected with an improved service for can- 
cer patients, especially with some of the 
personnel problems involved, may be in 
order. 


Pathologist—While it does not come 
within the scope of this report to evaluate 
the ability of pathologists properly to inter- 
pret cancer tissues, it may be well to point 
out that special training and considerable 
experience are necessary to competency in 
this field. While the preparation and stain- 
ing of tissue may be carried out by a tech- 
nician, the best interests of the patient can 
be served only when the interpretation of 
that tissue is made by a physician with ade- 


256 


CANCER SURVEY OF MICHIGAN 






quate training and experience in this special 
field. 

The preparation necessary for accurate 
interpretation of tumor tissue is much be- 
yond that requisite for many other branches 
of clinical pathology, and the physician who 
equips himself for this form of medical 
practice should be granted better recogni- 
tion in the staff organization than he now 
receives in many hospitals. As he is unable 
to share in fees collected by the surgeon and 
diagnostician, although a major responsibil- 
ity for proper diagnosis and treatment often 
rests on him, he should receive remunera- 
tion in keeping with these responsibilities. 
The pathologist is one of the key men in 
an adequate diagnostic service, and men 
competent in this field cannot be expected to 
enter it unless their position is recognized 
and their remuneration more in keeping 
with their ability and responsibility than 
now prevails in many cases. 

The pathologist, to be capable in the diag- 
nosis of tumor tissue, must at times move 
out of the laboratory into the ward and 
operating room. He should see the patient 
at the bedside and have a voice in the deci- 
sion on biopsy and where one should be 
taken if indicated. If biopsy is to follow 
exploratory incision, he should select the 
tissue for examination and by frozen sec- 
tions tell the surgeon just what he is deal- 
ing with so that indicated procedures can 
be effectively carried out. Chemical analysis 
of secretions and excretions often throws 
much diagnostic light on the character of a 
tumor. The pathologist must be able to in- 
terpret the physiologic, chemical, physical 
and clinical observations in addition to the 
microscopic picture of the stained specimen. 
If he is confined to his laboratory seeing 
only such tissues as are submitted to him, 
he cannot do justice to his work or to the 
patient. His interpretations are all the more 
valuable when he has the added clinical ex- 
perience and information that a consultation 
on these cases would give. 

Dr. Shields Warren,* in discussing this 
subject, has said: 


“The pathologist fills his position in the truest 
sense when he brings his special knowledge and ex- 
perience to bear on the solution of clinical problems. 
The rapid growth in importance of the diagnosis 
and therapy of malignant disease offers exceptional 
opportunity to the pathologist. In his hand rests 
the diagnosis of early malignancy (and all too 
often late). His is the duty of estimating the prob- 





*Bulletin, American Society for the Control of Cancer, 
v. 15, No. 11, p. 12, November, 1933. 
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able susceptibility of a tumor to radiation and of 
supplying the surgeon with information as to the 
probability and extent of metastasis. In the labo- 
ratory converge the streams of material from the 
various services, and this wealth of material, sup- 
plemented by observation of the patients themselves, 
endows the pathologist in a few years with a keen 
diagnostic sense... . 

“The exceptional opportunity of the pathologist 
to correlate the gross and microscopic appearance 
of tumors, and the constant exercise of this oppor- 
tunity required by the increasing use of immediate 
frozen section diagnosis, give him a definite advan- 
tage over the clinician in recognizing the various 
manifestations of neoplasms. The almost universal 
inclusion of the pathologist in tumor clinics is a 
recognition of this fact. His trained eye and hand 
can do much in guiding the clinician toward the 
correct diagnosis. The opportunity the pathologist 
has for checking up on the results of various types 
of treatment and for seeing at the autopsy table the 
distribution of various types of metastasis com- 
bine to make him a singularly well qualified con- 
sultant. Ewing has succinctly epitomized the ideal: 
‘The clinician may be permitted to err, but the 
tumor pathologist should charge himself with re- 
sponsibility for faultless technic, prompt service, in- 
fallible care, and a percentage of error which ap- 
proaches the vanishing point.’ ” 


The attempt to develop a special cancer 
service in hospitals without laboratory 
equipment for tissue diagnosis and person- 
nel to interpret such examinations would be 
a procedure of doubtful value. A false 
sense of security in the reliability of diag- 
nostic procedures would be engendered that 
would make for delay in securing adequate 
treatment in many cases. 

The qualifications for a clinical patholo- 
gist are defined by the American Medical 
Association* as 


“One who is a graduate in medicine having had 
satisfactory training and experience in pathology, 
chemistry, bacteriology or other allied subjects for 
at least three years subsequent to graduation, who 
is in good standing and has been duly licensed to 
practice medicine. 

“The pathologist shall be on a full or part time 
basis with a laboratory for the practical applica- 
tion of one or more of the fundamental sciences 
by the use of specialized apparatus, equipment and 
methods, for the purpose of ascertaining the pres- 
ence, nature, source and progress of disease in the 
human body. He should devote the major part of 
his time to work in this field... . 

“The pathologist may make diagnoses only when 
he is a licensed graduate of medicine, has had 
satisfactory training and experience in pathology 





*Journal American Medical Association, v. 103, No. 16, 
P. 1230, October 20, 1934. 


CANCER SURVEY OF MICHIGAN 


for at least three years subsequent to graduation 
from medical college, is reasonably familiar with 
the manifestations of disease, and is competent to 
make reliable reports.” 


Roentgenologist—There is a wide dif- 
ference of opinion among roentgenologists 
as to the optimum dosage of deep x-ray in 
cancer therapy. It is realized that this ques- 
tion is still undecided, but undoubtedly the 
trend is toward higher voltages and heavier 
filtration. The majority of hospitals de- 
voted exclusively to cancer and allied dis- 
eases as well as the minimum standards of 
the American College of Surgeons for the 
treatment of malignant diseases, have set 
200,000 volts as a minimum for acceptable 
deep therapy. 

Of equal importance with installation of 
deep therapy equipment is the frequent cali- 
bration of tubes to see that the indicated 
voltage is being delivered. Such measur- 
ing devices should be attached at all times 
to such equipment; but where this is not 
feasible, the output of the tubes should be 
measured at frequent intervals. 

Dangers to the patient arising from the 
use of this highly specialized form of 
therapy by physicians without adequate 
training in either the physics or the ther- 
apeutics of its application should be em- 
phasized. A powerful force, about which 
much remains to be known, is brought into 
play when deep therapy treatments are 
given. Not only should the operator be 
thoroughly familiar with the general phys- 
ical and therapeutic reactions of this force 
on the human system, but he should appre- 
ciate differences in reaction that take place 
in different individuals. The use of such 
equipment for additional revenue, without a 
thorough knowledge of its physiological 
effects, cannot be defended on any grounds 
of medical science. The patient’s welfare 
must be held paramount to all other consid- 
erations entering into his treatment, and the 
use of x-ray therapy for any other purpose 
does much to discredit the legitimate use of 
this method in the hands of capable phy- 
sicians. 


(To be continued in May issue) 
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“Every man owes some of his time to the up- 
building of the profession to which he belongs.” 


—THEODORE ROOSEVELT. 


EDITORIAL 


THE COLLEGE OF PHYSICIANS 


The outstanding medical event in Mich- 
igan for the month of March was the 
twentieth annual convention of the Amer- 
ican College of Physicians held in Detroit, 
March 2 to 6. This association of physi- 
cians has its counterpart in the American 
College of Surgeons. Both national organ- 
izations have shown wonderful results in the 
elevation of the standards of the practice 
of medicine and surgery in the United 
States. The College of Physicians is look- 
ing forward to establishing an examination 
board, the satisfactory passing of whose 
examinations will be evidence of qualifica- 
tion, for specialization in internal medicine. 
The Detroit meeting was a huge success 
from the viewpoint of the programs, inter- 
est and attendance. The membership was 
fairly representative of internists through- 
out the United States. 


An outstanding feature of the week was 
the convocation oration on “The Role of 
Emotion in Disease,” by Dr. Walter B. 
Cannon, professor of Physiology at Har- 
vard University Medical School. Dr. Can- 
non went on to state that the past quarter 
of a century had witnessed what might be 
called the conquest of infectious disease. 
Such infectious diseases as typhoid and 
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diphtheria are almost under complete con- 


trol. Tuberculosis has assumed a position 
of low in the roll of diseases that shorten 
life. The medical profession, however, was 
confronted with a new problem, namely, the 
relation of emotion to disease. The feel- 
ing of insecurity in an economic sense had 
produced in the minds of millions of men 
and women an attitude towards existence 
that was anything but beneficial to physical 
comfort and well-being. The speaker em- 
phasized the importance of the physiological 
approach, the effect that emotions had upon 
the organs of the body. He spoke of the 
effects of fear and fright on secretions, and 
the influence of anxiety as a factor affecting 
disease. Here was a new field for physi- 
cians, namely, recognition of the psychic 
factor in disease. The cultists were able 
to secure large followings largely due to 
the fact that physicians were apt to dismiss 
patients in whom no actual organic lesion 
could be demonstrated. Dr. Cannon’s ad- 
dress was in part a plea for greater atten- 
tion on the part of physicians to the physio- 
logical approach to the subject of health. 
This should be preéminently the role of 
physicians, who alone are competent to 
make a complete and satisfactory physical 
examination. 


Dr. James Alexander Miller, in his presi- 
dential address, emphasized the new trend 
in medical practice from curative to preven- 
tive medicine. The doctor must assume a 
position of leadership. We have heard this 
before; however, repetition will do no harm. 
There is ample evidence that this advice is 
being heeded here if we may judge from 
the activities of state and county medical 
societies in Michigan. 

The American College of Physicians has 
afforded an opportunity not only to the Fel- 
lows of the College, but to the profession 
of the state as guests, to avail themselves 
of a short postgraduate course in clinical 
medicine. 


The hospitality of Detroit and the County 
and State Medical Societies is assured the 
College when it may see fit to return. 





A SUGGESTION 


Dr. J. H. Miller, president of the Amer- 
ican College of Physicians, in his presiden- 
tial address before the Annual Convoca- 
tion referred to the various “foundations.” 
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He knew many of the founders and those 
associated with them and declared that they 
were splendid persons with a-desire to do 
the right thing. 

We would suggest then that, as disin- 
terested persons, they use their wealth and 
influence to inform the laity regarding the 
merits of scientific medical care as may be 
rendered by graduates of our grade A med- 
ical schools, the schools sponsored by the 
state; teach them the danger of self-medi- 
cation and the importance of accurate diag- 
nosis before prescribing any treatment and 
also where competent medical care may be 
obtained. In other words, bring together 
the properly qualified physician and the pa- 
tient requiring his services. Once this is 
accomplished, State or socialized medicine 
will seem a weak and ineffective remedy in 
the matter of distribution of medical care. 





WHAT ARE YOUR DIFFICULTIES? 


The Michigan State Medical Society and 
the Post-Graduate Department in Medicine 
of the University of Michigan are busy with 
the next program of intensive post-graduate 
studies for the profession of their state. 
As we have already declared, the aim is to 
educate or to teach principles as far as possi- 
ble in the brief space of time allotted to 
post-graduate work. It is needless to say 
the courses must also be practical. 

In the writer’s early years of practice, he 
often reflected what a wonderful opportu- 
nity it would be if one might return to med- 
ical college in the senior year and be per- 
mitted freely to present his difficulties for 
discussion. Every physician has his diff- 
culties almost daily presented to him as 
problems. The textbook and the medical 
magazine serve a useful purpose but they 
are concerned of necessity with the gen- 
eralities rather than specific instances. 

Here is a suggestion. When you attend 
these conferences, bring along with you a 
number of actual problems which have per- 
plexed you. Write them down when they 
present themselves. If it is concerning a 
fracture, bring along the x-ray films; if a 
chest in which there is difficulty in determin- 
ing the pathologic change or the course of 
treatment to pursue, x-ray films again will 
constitute a valuable basis of discussion. No 
matter what phase of practice one is partic- 
ularly interested in, difficulties arise that 
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are usually solved by discussion with others. 
If each doctor who contemplates attendance 
on the post-graduate courses, announced 
in this JoURNAL from time to time, would 
write to the department of Post-graduate 
Medicine of the University stating the diffi- 
culty as specifically as possible, he would 
greatly aid the director and those in charge 
in devising a helpful program. He might 
also bring a list of his difficulties as sug- 
gested to the post-graduate conference. The 
object of the post-graduate department in 
medicine and the Michigan State Medical 
Society is to be as helpful as possible and 
to enable members who avail themselves of 
an opportunity offered to fit themselves to 
render the highest quality of medical care. 





STATE MEDICINE CUTS 
NUMBER OF PHYSICIANS 


We have expressed the belief that the 

complete socialization of medicine would re- 
sult in the elimination of many members 
from the medical profession. In state con- 
trolled medicine as it prevails in state men- 
tal hospitals and in institutions for the care 
of infectious disease, the number of doctors 
employed is fairly defined and limited. If 
the principle were made to include employed 
persons and their dependents fewer phy- 
sicians than now are licensed would be re- 
quired since they would be organized about 
hospitals or central state controlled clinics. 
We have no accurate knowledge regarding 
what this decrease would be. However, a 
survey has been made in Canada from the 
viewpoint of overcrowding of the profes- 
sions. The Nova Scotia Medical Bulletin 
comments on the survey which was dis- 
cussed in an article in the Toronto Satur- 
day Night of January 4. 
_“He [K. T. Cox, the author of the paper men- 
tioned] shows that the overcrowding in Medicine 
has produced a decline in the doctors of Canada 
during the last ten years of 3 per cent from ninety- 
nine per 100,000 to ninety-six per 100,000, while in 
the U. S. A. the situation is even worse. On the 
basis of this, and estimating the needs for—(a) The 
replacement of the wear and tear among medical 
men, and (b) The increase due to growth of popula- 
tion, it is calculated that during the next ten years 
we shall require twenty-eight hundred new doctors. 
A survey shows three thousand students in our 
Medical Schools today, which, with generous allow- 
ances for ‘flunking,’ etc., will give us four thousand 
new doctors in ten years—twelve hundred too many, 
an excess of one hundred and twenty a year. 


“But the part of the survey that is most important 
at the moment is his consideration of how that 
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excess would be taken care of by State Medicine. 
He shows that in Saskatchewan centers where this 
has been tried it has been found that one doctor 
can handle two to three thousand people and he 
concluded that if this form of State Medicine is 
adopted for Canada, on the basis of one doctor for 
every two thousand of population, we should need 
only five thousand doctors where today we have ten 
thousand! This obviously provides a_ situation 
which will need adjusting and which will be ditffi- 
cult of adjustment under our present system.” 
(Italics ours.) 

On the basis of one doctor to 2,000 popu- 
lation the medical needs of the United 
States can be cared for by 50,000 instead of 
approximately 100,000 physicians as at 
present. 

What member of the medical profession 
can afford to supinely fold his arms and to 
disregard the propaganda that is being 
spread abroad for the replacing of tradi- 
tional methods of medical practice by medi- 
cine under state control? 





AUTOMOBILE ACCIDENTS 


As this is being written, the streets and 
roads are at their worst with ice and snow 
and a prolonged period of temperature that 
is nearer zero than it is to freezing; yet the 
number of major automobile accidents is less 
than in more pleasant weather. The reason 
is greater care on the part of drivers. Speed 
has been given a second place to safety. If 
such a cautionary attitude could be main- 
tained throughout the year, what a differ- 
ence it would make to the conservation of 
life and limb. 

The automobile of recent years is almost 
the last word in efficiency, so far as re- 
sponse and brakes are concerned. It 1s 
easily controlled and easily stopped. But 
the manufacturer cannot go any farther. 
He cannot control the brain or lack of it 
behind the steering wheel. Here the per- 
sonal equation comes in for consideration. 
We have laws a plenty and yet we have 
accidents. We have often felt that the same 
courtesy observed in the home or among 
social groups, if exercised on the street and 
highway, would be almost a panacea for 
automobile accidents. Or to put it another 
way, let each be willing to give the other 
the right of way irrespective of the legal 
right. We are reminded of an epitaph: 


Here lies William Strong, 

He died maintaining the right of way, 

He was right, dead right, as he sped along 
But he’s just as dead 

As if he’d been dead wrong. 


Sure and severe sentences by courts are 
in the right direction. The holding of the 
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culprit to strict account for any damage 
caused where such damage is reparable all 
tend to inspire respect for laws. However, 
the lesson of January and February should 
not be forgotten in the balmy days of 
spring and summer. 





A POPULAR PROFESSION 


Medicine continues to be the most popular 
of the learned professions. The registrar 
of a medical school in the mid-west region 
of the United States writes: ‘We have 
every year over one thousand non-residents 
applying for admission to the medical 
school. You can readily see from this that 
the competition is exceedingly keen. Further- 
more, we will not be able to take more than 
ten non-resident students and probably less. 
The ones accepted will be among those of 
superior scholastic attainments. One may 
have a B average and still not be eligible 
for admission.” 

Our own two medical schools have had 
each year many times the number of appli- 
cants that could be accommodated. Many 
young men who want to study medicine 
apply for admission to several medical 
schools. The actual number, therefore, who 
apply for admission to the medical schools 
and who are rejected is much smaller than 
the aggregate applications filed. The over- 
crowded condition of the profession war- 
rants still further limitation of the number 
accepted for the study of medicine. The 
urge to enter a crowded profession is one 
of the inexplicable paradoxes of the times. 





PRIZE WINNERS 


Prizes will be offered at the annual meet- 
ing of the Michigan State Medical So- 
ciety for the best scientific exhibits. Ample 
space for display will be afforded. In addi- 
tion to opportunities for the presentation 
of educational exhibits, the presence of the 
exhibitor to act as a demonstrator adds 
materially to the interest of the spectator. 

The prize winners at the scientific ex- 
hibit at the seventieth annual meeting at 
Sault Ste. Marie were Drs. Grover C. Pen- 
berthy and Charles N. Weller, who pre- 
sented a joint exhibit illustrating the treat- 
ment of burns; Dr. E. S. Gurdjian, who 
presented and demonstrated treatment of 
skull fractures, and Dr. R. A. MacArthur, 
whose exhibit illustrated pathologic condi- 
tions of the genito-urinary tract. 


Jour. M.S.M.S. 
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EDITORIAL 


There were many other exhibits, all of 
pronounced merit. An hour or so in ob- 
serving the various specimens and illustra- 
tive charts, diagrams, or radiographs will 
well repay the time spent. 





The British Broadcasting Corporation, 
according to the Manchester Guardian, has 
an atidience of over seven million license 
holders and revenue of 2,472,572 pounds. 
These figures show that the BBC is a very 
successful business institution. This sum 
provides entertainment in which the artists 
and speakers are paid, permanent orchestras 
employed as well as ample coverage of 
operation costs. It also means better pro- 
grams without a lot of advertising matter, 
some of it very questionable, being sand- 
wiched in between acts. While there is an- 
tipathy to overtaxation, who would not be 
willing to pay a radio tax of $1.76 a year 
if in return he were to have the opportunity 
to listen to choice programs free from ex- 
ploitation of somebody’s laxatives and cure- 
alls, with also the elimination of singers 
with cacophonous voices. 





Elsewhere in this number of THE Jour- 
NAL appears a letter from Dr. F. C. Warns- 
huis, now secretary of the California State 
Medical Association. Dr. Warnshuis writes 
that in California “Protection against mal- 
practice suits has become a serious prob- 
lem. There has been a 300 per cent in- 
crease in the number of suits filed. Insur- 
ance companies’ policy premiums are 100 to 
150 per cent higher than in Michigan.” Is 
there any stronger argument in favor of 
maintaining an efficient Medical Defense 
Board such as we have in Michigan or of 
the further fact that every eligible physi- 
cian should be an active member of his 
county and state medical society ? 





The Importance of Reading 


How are the brains to be strengthened, the sense 
quickened, the genius awakened, the affections raised 
—the whole man turned to the best account for 
the cure of his fellow-men? How are you, when 
physic and physiology are increasing so marvelously, 
and when the burden of knowledge, . . . is so in- 
finite; how are you to... bear up under all, and 
use it as not abusing it, or being abused by it? 

f our young medical student would take our 
advice, and for an hour or two twice a week take 
up a volume of Shakespeare, Cervantes, Milton, 
Dryden, Pope, Cowper, Montaigne, Addison, Defoe, 
Goldsmith, Fielding, Scott, Charles Lamb, Macaulay, 
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Jeffrey, Sydney Smith, Helps, Thackeray, etc., not 
to mention authors on deeper and more sacred sub- 
jects—they would have happier and healthier minds, 
and make none the worse doctors. 

We all know too well that our Art is long, broad 
and deep ... and our little hour, brief and un- 
certain, therefore we would recommend those books 
as a sort of game of the mind... getting fresh, 
strong views of worn out, old things, and, above all, 
learning the right use of their reason, and by know- 
ing their own ignorance and weakness, finding true 
knowledge and strength .. . You must eat the book, 
you must crush it, and cut it with your teeth and 
swallow it—Doctor JoHN Brown. 





The Old-time M.D. 
(P. Braniff) 


His hands were stained with iodine. 
His big, thick, gold rimmed glasses 
Were slightly smeared and smudged with 
Cream o’ tartar ’n molasses. 

He had no modern fluoroscope 
With light and glass and coil. 

He had to find the trouble 

With a shot of castor oil. 

His clothes were slightly wrinkled 
And his face was weathered tan. 
He sort o’ smelled o’ tonic 

That was good for beast or man. 
When your innards were in agony 
He didn’t probe ’n gape 

’N call it highfalutin names— 

He called it bellyache. 

’N when you got the fever 

’N a ringin’ in your head 

He gave you plain old quinine 

’N sent you off to bed. 

He could set a broken dog-leg 

Or fix a busted bike 

Or mend your sister’s broken doll 
Or anything you'd like. 

He knew each family skeleton— 
Each poisoned, bitter word— 

His ears was filled with gossip, 
But you’d never know he heard. 
He helped kids come into this world— 
He saw old people leave. 

He grew a wise and helpful man— 
He saw The Master weave. 

Little thought he of himself— 

No greed had he for gain— 

His job was to alleviate 

The suffering ’n pain. 

He’d vaccinate you with a knife 
’N the darn thing always took 

’N tell how big ’n brave you were 
No matter how you shook. 
Without a drop of medicine—— 
Without a single tool— 

He’d look in your eye ’n tell you 
To get on back to school. 

He knew puppy-love from fever— 
He knew mortals’ funny ways— 
He knew children hardly ever did 
Get sick on holidays. 

The laboratories of today 

Are tributes to his skill. 

The specialists and doctors 

Are products of his will. 

No sacrifice was greater 

Than the simple things he did 
When he was the family doctor 
’'N I was a little kid. 


—From the Insurance Field. 
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OUR NEIGHBORS 


The history of medicine in Canada is 
almost parallel to that of medicine in the 
United States. It is natural that it should 
be so. Canada and the United States as 
nations had a common origin; they have 
always had a common language and political 
and judicial institutions. Their earlier cul- 
tural traditions were derived from Great 
Britain and from France in connection with 
Quebec, while later, in the United States, 
education also came under German influ- 
ence. 


The year 1867 is an important one in 
the history of Canada in more than one re- 
spect; it is the year (July Ist) that the 
British North American Act was passed 
which united the four provinces of Canada 
—Ontario, Quebec, New Brunswick and 
Nova Scotia and made provision for others 
to be taken into the Union. From a med- 
ical viewpoint, it is important as being the 
year of the consummation of the Canadian 
Medical Association.* Our American Med- 
ical Association came into being in 1847. 
Medicine had a long history before either 
of these national associations was formed. 


The Canadian Provinces were placed un- 
der British control by the Treaty of Paris 
in 1763. Quebec was the oldest; it also 
included much of the territory which is now 
Ontario. <A quarter of a century after the 
Treaty of Paris, we have the first attempt 
to regulate the practice of medicine. The 
legislative measure was known as “An ordi- 
nance to prevent persons from practicing 
physic and surgery within the province of 
Quebec and midwifery in the towns of 
Quebec and Montreal without license.’’ The 
object of this measure was to increase the 
population by lowering the death rate, which 
was considered possible only by limiting the 
practice of medicine to those by education 
and training most competent to practice. 
The qualified physicians of the day were 





*History of the Canadian Medical Association, 1818-1921. 
By H. E. MacDermot, M.D., F.R.C.P., Toronto: Murray 
Printing Company, Ltd., 1935. 
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those who came to the colonies from Eng- 
land, Scotland and France either as colonists 
or those who held posts as army surgeons. 
Needless to say, there were not enough of 
these qualified practitioners to render med- 
ical care to necessarily sparse and scattered 
population. 
‘sn * 

Quacks and charlatans have always been 
contemporary with orthodox medicine. One 
qualified practitioner, in a letter to the 
British Medical Journal in 1847, complains 
that he is “annoyed by a noted bone setter, 
who, namely from the happy knack of dis- 
locating his own thumb at pleasure, gulls 
the public with the belief that no case, how- 
ever long unreduced, can withstand his 
manipulations. The snap of his own thumb 
settles all, and the fee is immediately forth- 
coming.” And again, “Under my own nose 
lives neighbor B who bleeds and extracts 
teeth at half the professional charge. . 

In the extirpation of tumors, etc., my scal- 
pels have grown rusty for want of use, as 
Dr. B, so-called, takes this branch under his 
care, and unblushingly promises a cure in all 
cases, benign or malignant, at moderate 
cost.” 

>: £4 

Another attempt was made to improve the 
medical situation by the incorporation of the 
College of Physicians and Surgeons for 
lower Canada (Quebec). This was in 
1847. 

The first medical act in upper Canada 
(Ontario) was passed in 1795, four years 
following the Act of Union, which among 
other things united and defined the two 
original provinces of Canada. No one 
should practice until examined and approved 
by a board of surgeons to be chosen from 
surgeons of His Majesty’s Hospital and the 
surgeons of the regiments on duty. How- 
ever, as mentioned, it was difficult enough to 
get any kind of medical practitioner to serve 
the sparse and scattered population without 
censoring too strictly his qualifications. 
Hence no record exists of the appointment 
of the above named board. The act was 
repealed in 1806 to be superseded by another 
act in 1815, which, however, confined itself 
largely to examining pensioners of the War 
of 1812. 

Succeeding attempts towards restrictive 
medical legislation were somewhat fitful. In 
1839, an act incorporating the College of 
Physicians and Surgeons of upper Canada 
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was passed. It existed for only two years 
when it was disallowed on the grounds that 
the powers granted infringed upon the 
rights and privileges of the Royal College 
of Surgeons of London. In 1865 an act 
known as the Parker Act providing for a 
medical council with the power to prescribe 
the standard of admission of students and 
practitioners was passed in 1865. It is in- 
teresting to note while on the subject that in 
the state of Michigan the first attempt at 
restrictive medical legislation was accom- 
plished in 1899 with the passing of the med- 
ical practice act number 237 which, with 
amendments, is still in force in this state. 

It is interesting to note also that during 
these early years the medical profession of 
Canada had their difficulties, partly in regard 
to licensing of homeopaths and eclectics. 
The debates were very bitter as can be re- 
called also in Michigan during the earlier 
vears Of Michigan’s medical history. 

Parenthetically, medical journalism had 
its beginning in Canada, particularly Que- 
bec, as early as 1844 and in upper Canada 
(Ontario) the first medical journal was pub- 
lished in 1854. 


* * 


Up to the time of the confederation, 
1867, the efforts of the profession were 
directed towards the establishment of its 
legal status with the effort to maintain 
some degree of regulation of the medical 
practice. 

In harmony with restrictive medical legis- 
lation, is the organization of the medical 
profession into medical associations. The 
first attempt at the founding of a medical 
society in Canada was in Quebec in 1844. 
The object was relief for distressed phy- 
sicians who could no longer practice through 
age or infirmity, and, secondly, to care for 
the wives and families of deceased phy- 
sicians. This was eventually enlarged to 
include assistance to the government by ad- 
vice on such technical matters as hygiene 
and public health. From this the scope of 
medical organization broadened to include 
the advancement of medical science itself 
in the most extended sense of the term. 
Another object stated was the protection 
of the interests of the qualified and licensed 
practitioners against the inroads and usurpa- 
tions of the unlicensed, and “the establish- 
ment of that union and good feeling among 
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the members of the profession which should 
characterize much in the same pursuits.” 
These early attempts at medical organiza- 
tion were to meet obstacles in the way of 
objections from those who should have been 
keen supporters of the movement. 


It was not until 1867, as has been men- 
tioned, that the Canadian Medical Associa- 
tion became an actual fact. This was doubt- 
less favored by the fact, also mentioned, that 
the confederation of the four Canadian 
provinces was consummated the same year. 
There were, so far as known, 3,000 phy- 
sicians practicing in Canada that year. The 
initiative for medical federation originated 
in Quebec, the oldest province in what 
henceforth was to be the Dominion of 
Canada. The first president was Dr. Charles 
Tupper, afterwards, Sir Charles Tupper of 
Nova Scotia, who held the office of presi- 
dent the two years following. He later 
devoted his time to politics and in the nine- 
ties was elected prime minister of Canada. 
Dr. MacDermot, commenting upon Sir 
Charles Tupper, quotes Sir William Osler, 
who knew him well, to the effect that Sir 
Charles was a brilliant example of success 
of a doctor in politics. If defeated at an 
election, he would return to his surgical 
practice, which seemed to develop imme- 
diately, to be renounced when success again 
crowned his efforts at the polls. He lived 
to the age of 94 years, though at the age 
of fifty-nine, the author records he had to 
give up all activities as he was believed to 
have Bright’s disease. His case was re- 
ferred to by Osler in a paper “On the Ad- 
vantages of a Trace of Albumen and a Few 
Tube Casts in the Urine of Men above Fifty 
Years of Age.” 


Sir William Osler was president of the 
Canadian Medical Association in 1884 after 
two years as general secretary of the asso- 
ciation. Dr. MacDermot’s book is an en- 
tertaining account based on the examina- 
tion of original records of the evolution of 
medical organization in Canada. It is high- 
ly recommended to those, and their numbers 
are not inconsiderable, who have received 
their academic and professional training in 
Canadian schools. 





Note. The relation of the Canadian Medical Association 
to the various provincial associations is#unlike that existing 
between the American Medical Association and the con- 
stituent State Medical Societies. Here the House of Dele- 
gates of the American Medical Association is composed of 
representatives from the various states. There is not such a 
relation between the provincial medical societies of Canada 
and the National Association. 
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CANCER OF THE UTERUS* 


The uterus is the most common site of 
cancer in women; in fact, only the gastro- 
intestinal tract, regardless of sex, is more 
frequently involved. One-fifth of uterine 
cancer develops in the fundus and four- 
fifths in the cervix. In the fundus the neo- 
plastic tissue is derived from the endome- 
trial glands and in the cervix the squamous 
epithelium of the portio vaginalis is usually 
the site of origin. Cancer of the cervix is 
not only more prevalent than cancer of the 
fundus but it is more serious because its de- 
gree of malignancy is generally higher and 
metastasis more extensive. 


That nearly 20,000 women die of uterine 
cancer annually in the United States is a 
medical disgrace because the lesion is defi- 
nitely accessible; while the fundal type can- 
not be inspected, it is nevertheless easily 
reached for diagnostic purposes. The dan- 
ger signs are well known—an abrupt change 
in character of menses, metrorrhagia, inter- 
menstrual or postmenopausal bleeding, foul- 
smelling discharge with or without blood 
and pelvic pain. Unfortunately, these symp- 
toms do not send uterine cancer patients 
into medical hands promptly, as evidenced 
by the fact that an average delay of six 
months exists between the onset of symp- 
toms and the establishment of a diagnosis. 
This situation is due to several things: 
(a) complete ignorance regarding cancer on 
the part of the public, (b) incomplete or in- 
accurate cancer information possessed by 
the laity leading to the substitution of un- 
reasoning fear and pessimism for intelli- 
gent action, (c) harmful advice by friends, 
neighbors, quacks, unscrupulous druggists 
and uninformed physicians and (d) false 
modesty regarding physical examinations. 
The first cause is partly the result of the 
medical profession’s failure to fulfill its ob- 
ligation in matters of lay health education 
and partly the reluctance of the press in the 
past to publish articles dealing with the 
physiology of reproduction and sex hygiene. 





*This is the fifth contribution sponsored by the Cancer 


Committee of the Michigan State Medical Society. 
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Both of these situations are being rapidly 
corrected. 

While it is true that we do not always 
know the cause of human cancer, it is also 
true that cancer rarely develops in cervices 
properly repaired following delivery. Can- 
cer in any location rarely begins in normal 
healthy tissue. A survey of a large series 
of patients with cancer of the cervix has 
shown that a negligibie few had had cervi- 
cal lacerations repaired. This is an extreme- 
ly fertile field for preventive medicine. It 
is believed by some gynecologists that the 
torn cervix should always be treated surgi- 
cally before the menopause, but it is doubt- 
ful if this is early enough. To the surgeon 
it should be of interest that nearly 10 per 
cent of cancers of the cervix occur in re- 
tained cervical stumps following partial hys- 
terectomy. Attention has been called to the 
fact that in skilled hands the mortality of 
complete hysterectomy is but slightly higher 
than that of supracervical hysterectomy. It 
has also been shown that vaginal hysterec- 
tomy is a practical and safe operation and 
one which should play an important role in 
prevention of cancer of the cervix. 

If cancer of the cervix is to be success- 
fully combated it is not enough that women 
report to their physician when symptoms 
appear. Routine semi-annual pelvic exami- 
nation of women who have borne children 
is necessary. The majority of women with 
cancer of the cervix coming under the ob- 
servation of the medical profession are in 
a late stage of the disease and the majority 
of these patients have not had a pelvic ex- 
amination for years. The average mother 
who is a patient in a hospital, the clinic or 
in the general practice of medicine usually 
does not receive a pelvic examination unless 
there are symptoms relative to this area. 
Cancer of the skin or mouth may be detect- 
ed by the patient but the cervix can be ob- 
served only by the physician. Every physi- 
cian must spread the doctrine that not only 
should women report to their physician the 
moment there are any warnings, signs or 
symptoms of cancer, but that women after 
their first childbirth should report for pel- 
vic examination twice yearly. This, of 
course, will not entirely eliminate cervical 
cancer deaths, but the present situation, 
where less than 5 per cent of this disease is 
seen in an early stage, will be greatly im- 
proved. 


Jour. M.S.M.S. 
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Even with semi-annual surveys in vogue, 
inspection of the cervix is not enough. 
Every physician cannot be expected to be 
a cancer expert and even if he were he 
could not diagnose or rule out cancer in 
every instance. Microscopical examination 
of tissue from the suspected area is neces- 
sary. There can be no objection to biopsies 
of the cervix, skin or mouth if adequate 
treatment is instituted immediately. It is 
regrettable that in some smaller hospitals 
and communities competent and prompt tis- 
sue diagnostic service is not available. By 
biopsy we include the diagnostic curettage 
which is particularly important not only to 
establish the diagnosis of malignancy of the 
fundus but to determine the degree of ma- 
lignancy and sensitivity to irradiation—im- 
port factors in treatment. Without micro- 
scopical tissue examinations at least 10 per 
cent of early cancers of the uterus would be 
undiagnosed. There is nothing more wel- 
come to patient and physician than a nega- 
tive pathological report when tissue from 
a suspected cancer has been examined mi- 
croscopically. 

The opinion is rather general that uterine 
cancer usually occurs in women beyond 35 
years of age and particularly beyond the 
menopause. While tihis is true of about 90 
per cent of such cases, there is still an im- 
portant 10 per cent occurring between the 
ages of twenty-five and thirty-five. Cancer 
of the cervix is obviously becoming more 
prevalent in the third decade. The disease, 
therefore, cannot be eliminated on the ba- 
sis of age. 

Choice of treatment of uterine cancer does 
not enjoy a complete uniformity of opinion. 
Nor is this necessary. Good results have 
been obtained by more than one method of 
treatment. It is necessary in this, as in 
other diseases, that each specialist recognize 
and appreciate the value of and indications 
for treatment in specialties other than his 
own. Nothing is so disastrous to the cancer 
patient as the stubborn and exclusive ap- 
plication of methods generally known to be 
ineffective, or effective only when combined 
with other forms of treatment. Regardless 
of the extent to which surgical treatment is 
employed, radium and deep x-ray therapy 
are of great, if not major, importance. 
There is probably more definite indication 
for surgery, alone or combined with irra- 
diation, in cancer of the fundus than in that 
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of the cervix. There are some who believe 
that only x-ray and radium should be used 
in treating malignancy of the cervix. The 
last chapter in cancer treatment has cer- 
tainly not been written and true progress 
must depend upon complete freedom from 
dogmatism. 


The detection of early cancer is not a 
one-man job. It may require the coodpera- 
tion of the patient, the family doctor, the 
pathologist, the surgeon, the radiologist and 
the radiotherapist. Even then, a definite 
diagnosis is not always possible. 

In no form of cancer does the value of 
the family physician stand out so promi- 
nently as in cancer of the cervix. His posi- 
tion will be enhanced by aggressiveness both 
in cancer diagnosis and cancer education. 





Slendering While You Sleep 


The Manchester Guardian comments in rhyme 
on an article in the Journal of the American Med- 
ical Association to the effect that one loses weight 
during his sleeping hours. The average person is 
presumed to weight 1.3 pounds less when he rises 
in the morning than when he retired the night be- 
fore. This method of slimming has a certain dis- 
advantage inasmuch as the loss is recovered during 
the day. The Manchester Guardian poet, after re- 
counting the various methods of weight reduction, 
prefers the Journal A. M. A. method. 


There are those who slim by antic, 
And by exercises frantic, 
As they roll with Corybantic 

Zeal around the bedroom floor; 
There are those who trust to diet 
And, to keep the waist-line quiet, 
Run to fruitarian riot 

And to grape-fruit by the score. 


Others nurse a hopeful notion 
That some patent pill or potion 
Will remove without commotion 
Any surplus seam or fold; 
Some to Turkish baths have bounded, 
Where, by clouds of steam surrounded, 
They can get themselves well pounded 
By a bath attendant bold. 


As for me, with some aversion 
I regard that rash excursion, 
Nor shall diet or exertion 
Represent the path I tread. 
Let them dope, or jump, or simmer, 
Those are lamps that feebly glimmer— 
How much better to grow slimmer 
As one simply stays in bed! 


And if grinning friends turn traitor 
As they see one growing greater, 
’Cos the tonnage turns up later 
As the day draws near its close, 
One can spurn all sneers and scorning 
With the just and truthful warning: 
“You should see me in the morning— 
I was sylph-like when I rose!” 
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EFFECT OF PATIENT’S 
NEGLIGENCE 


By Mr. Neal Fitzgerald+ 
A malpractice action, being a species of 


a tort action at law, is subject to the same 
defenses as an ordinary tort action. Speak- 


ing generally, the plaintiff, in tort actions, _ 


cannot prevail unless he can prove two 
things: first, that the defendant has been 
guilty of negligence,—that is, has not ex- 
ercised due care in performing certain 
actions, or has omitted to perform certain 
actions which he should have performed; 
secondly, that the plaintiff himself has been 
guilty of no contributory negligence. Con- 
tributory negligence is careless acting, or 
omitting to perform a necessary act, on the 
part of the plaintiff. The negligence pred- 
icated, of course, must be a proximate 
cause of the plaintiff's damage or it won't 
be considered. 


So in a malpractice action, if the doctor 
can show in his defense that a proximate 
cause of the damage the plaintiff seeks to 
prove was negligence on the part of the 
plaintiff himself, he can relieve himself of 
liability. It should also be borne in mind 
in this connection that the doctrine of com- 
parative negligence is not supported in this 
state, and that if both the physician and pa- 
tient were negligent, the fact that the de- 
fendant physician is shown to have been 
negligent in a far greater degree than the 
patient, will not permit the plaintiff to re- 
cover. The true doctrine is that the plain- 
tiff must show himself to be free of any 
contributory negligence whatsoever before 
he can collect damages. 


There are many different types of con- 
tributory negligence on the part of patients. 
It has been held, for instance, that a physician 
could not be forced to respond in damages 
to a patient who, in violation of his instruc- 
tions, removed a fractured arm from the 
sling at various times, which action contrib- 
uted to an unfavorable result. It is the 
duty of the patient to cooperate with the 


+Mr. Fitzgerald is a member of the law firm of Douglas, 
Barbour, Disenberg and Purdy, the attorneys for the Michi- 
gan State Medical Society. 
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doctor and to follow out the instructions 
given. The law recognizes the fact that a 
patient’s recovery depends not on a single 
factor, the treatment administered, but on 
two factors: the treatment, plus a course of 
action by the patient in accordance with the 
doctor’s orders. Therefore, the foolish 
patient who pays for advice and then re- 
fuses to follow it, not only finds himself out 
of pocket financially and with a possible 
bad result, but also without a legal remedy. 
But isn’t this poetic justice? 

The law goes even farther in this respect 
and says that, even though the physician 
gives the patient no instructions, it is the 
patient’s duty to exercise ordinary prudence 
and care as would be expected of a person 
in his condition, and, if he fails to do so, 
his failure will prevent recovery from the 
physician. What constitutes ordinary pru- 
dence and care in each particular case is a 
question to be decided by the jury. 

Every doctor has at sometime or other 
in his practice run across the patient who 
either because of the pain involved or for 
some other reason refused to permit him to 
pursue a course of treatment which he 
knows to be the proper procedure in such 
a case. When this happens, a doctor will 
sometimes resort to a substitute technique 
which may or may not be as efficacious. 
Under such circumstances, no responsibility 
attaches to the physician or surgeon if the 
results obtained from the substitute treat- 
ment are not as good as would have fol- 
lowed from the usual and ordinary method 
of procedure, which the patient refused to 
permit. In such a case, however, it is well 
for the doctor to be certain that his nurse is 
present and can testify that the patient did 
refuse to permit the ordinary routine to be 
followed. The memory of the patient can 
become very vague between the day of treat- 
ment and the day of trial, and he may un- 
fortunately be unable to recall any objec- 
tions on his part to any treatment which the 
doctor attempted to administer. 

However, the patient is under no duty to 
submit to treatment that is injurious and 
painful and such as no practitioner of or- 
dinary skill and ability would adopt. The 
doctor is only protected if and when the 
patient refuses the usual and ordinary meth- 
od of treatment. 

A patient who does not return for further 
treatment, if so instructed by his phys 
cian, cannot recover if injury results from 
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his failure. However, if the patient does 
not return because he discovers that his 
condition is not improving because of pre- 
vious negligent treatment, he cannot then 
be said to be guilty of contributory negli- 
gence, and can recover. 

It has also been held not to be contribu- 
tory negligence for a patient not to consult 
another doctor unless he is fully aware that 
his injury has not been, and is not being, 
properly treated. This is even truer when 
the patient has been constantly reassured by 
the doctor and told that his progress is sat- 


DEPARTMENT 


In one case it was held that a physician 
had been guilty of malpractice and injured 
a patient, but also that the patient himself 
by his own want of care had aggravated the 
injury. In that event, the physician was 
only liable for the injury proximately re- 
sulting from his own negligence, and not 
for the aggravation caused by the patient’s 
lack of care. This situation is not to be 
confused with the one previously referred 
to in our discussion of comparative negli- 
gence, as it will be noted that here the pa- 
tient’s negligence was not a partial cause of 


isfactory and a slow recovery is to be ex- 


the injury itself, but merely aggravated an 
pected. 


already caused and existing injury. 





UNIVERSITY OF MICHIGAN 


THE DEPARTMENT OF POSTGRADUATE MEDICINE 
and the 


MICHIGAN STATE MEDICAL SOCIETY 


announce 
Intensive Postgraduate Courses 


Detroit 


Re ik 6 5.0h Scie eewsatinadeceeeenicveoe April 20, 21 and 22 
NS eh hee eke Ais April 27, 28 and 29 
Geemito-urimary Diseases... 6. ccc ccc cascesisiccsaced April 30-May 2 
Gynecology, Obstetrics and Gynecological Pathology....May 18-23 
| a er eer meter en May 25-30 


Ann Arbor 


Hlectrocardiogragphic Diagnosis ... 2.6... 0 6ccecccewccesend April 6-11 
ROR cE Ta oo 5k oh oo keen cansaiuews March 30-April 3 
We Ei GN kako ca ca cbetincaseuniesisences April 12-25 
Ophthalmology and Otolaryngology...............4/ April 27-May 2 
PS os hese eeseceeeenee nes June 29-August 7 
Laraiery “TCC 5.x ckc cewiccecivecsaacecanen June 29-August 7 


For further information, address: 
Department of Postgraduate Medicine 
University Hospital 
Ann Arbor, Michigan 
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DEPARTMENT OF SOCIETY ACTIVITY 


C. T. Exe.unp, M.D., Secretary 











GOVERNOR FITZGERALD HEARS 
MEDICAL VIEWPOINT ON 
CRIPPLED-AFFLICTED 

CHILD PROBLEM 


A Special Committee appointed by the 
Executive Committee of The Council on 
March 18 (Drs. Grover C. Penberthy, 
Henry Cook, H. H. Cummings, L. Fernald 
Foster, S. W. Insley, and Ralph H. Pino) 
met with Governor Fitzgerald on Wednes- 
day, March 25, for discussion of the gen- 
eral problems of medical relief and in par- 
ticular those of the afflicted-crippled child 
work. 

Dr. Penberthy advised the Governor that 
the Michigan State Medical Society knows 
the facts and desires to help him. Dr. 
Cummings spoke of the flaws in the 
economic filter and that 4,000 Michigan 
doctors are vitally interested in a solution of 
the crippled-afflicted problem. Dr. Insley 
outlined the surveys made by the State 
Society’s Economic Committee on this sub- 
ject and presented statistics. Dr. Foster 
reviewed the development of the medical 
filter boards, their integration in all but 
four counties of the State, and the success 
in those counties using the filter. Dr. 
Cook presented the general picture of med- 
ical relief in all its divisions, as contained 
in the following letter drafted by the Com- 
mittee: 


Hon. Frank D. Fitzgerald, Governor, 
State of Michigan, 
Lansing, Michigan. 


Dear Governor: 


It is with a sense of great responsibility that our 
committee of the Michigan State Medical Society 
approaches you today. We are hopeful that we 
have been able to impress you with our sincerity of 
purpose in an effort to assist in the solution by you 
of some of the problems of the people of the State 
of Michigan in which our profession has a mutual 
interest. 

I believe that it can be substantiated that mem- 
bers of the medical profession have always been 
willing to give their best service at all times in the 
interest of public health. This may have been ques- 
tioned, but, if so, it was done by those who were 
misinformed. I can assure you that at this time the 
members of the medical profession in Michigan are 
of the opinion that the interests of the people go 
hand in hand with the doctors’ interests and that 
any efforts made in behalf of the medical profes- 
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sion, should they be contrary to public welfare, 
should not be given approval. 

If plans for a permanent welfare service are to 
be drawn, this premise is most important: That 
any necessary service given to the people in which 
the vendor is not given reasonable compensation is 
likely to result in an inferior quality of service and 
cannot endure. 

Certain fundamental principles should be con- 
— in the development of any plan of medical 
relief : 

First, medical service must include necessary 
quantity and good quality of medical care with 
provision of sufficient monies to operate the same; 
also absolute preservation of the personal relation- 
ship between patient and private physician. 

Second, stringent regulations to tighten economic 
investigation in order to eliminate anyone who is 
not entitled to medical relief; medical care given 
to the unworthy will unnecessarily increase the cost 
and may deprive those who are actually entitled to 
the service from receiving it. 

Third, a proper determination of. medical need 
of the applicant is essential to the efficient adminis- 
tration of any medical relief program. Unnecessary 
hospitalization may be avoided by a board of three 
or more physicians conducting examinations of each 
applicant (stripped). 

In order to safeguard these principles just stated, 
it is our opinion that medical relief should always 
be separate and divorced from a public health de- 
partment and should be directed by a physician act- 
ing as an assistant to the relief director of the 
state, in order that the general plan of administra- 
tion throughout the state should be uniform, using 
the most successful procedures. 

The Michigan State Medical Society most re- 
spectfully offers the coOperation of its members in 
the solution of this problem of medical relief or any 
other problem in which you may at a future time 
desire its help. 

Very respectfully yours, 


MICHIGAN STATE MEDICAL 
SOCIETY 


By 
Grover C. PenBertuy, M.D., 
President 

Henry Coox, M.D., 

Chairman of Council 
H. H. Cummincs, M.D. 
L. FERNALD Foster, M.D. 
S. W. Instey, M.D. 


Governor Fitzgerald showed great inter- 
est in the integration of the filter system, 
and the sincerity of the medical profession 
in efforts to aid him. 

He told the Committee he intends to ap- 
point a commission to outline legislation 
designed to revamp and coérdinate all State 
relief agencies, and that the medical profes- 
sion will be represented on that commission. 

The Governor asked how much would be 
the total cost if physicians were paid accord- 


Jour. M.S.M.S. 
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ing to Schedules A and C during April, May, 
and June, 1936. Dr. Insley replied that 
his Committee would send these figures to 
the Governor at once. 





SOCIAL SECURITY 
IN MICHIGAN 


NE of the provisions of the Federal 

Government in making allotments to 
states under the Social Security Act for 
public health, or maternal and child welfare 
programs, is that such programs are to be 
developed in consultation with the medical 
societies of the states. Anent the program 
in Michigan such a consultation was held in 
Detroit, on February 17, when several of 
your officers and committeemen met with 
Dr. Slemons and Dr. Lillian Smith of the 
State Department of Health. 

Tentative plans broached at that time 
contemplate the enrollment of six physicians, 
six sanitary engineers and four nurses in 
three to four months’ courses at the Uni- 
versity of Michigan, to fit them for admin- 
istrative duties in new or existing county 
or district departments of health. Funds 
for this project are available through the 
United States Public Health Service. 

A second project purposes to enroll fif- 
teen graduate nurses in public health courses 
of three or four months at any approved 
training center in order to fit them to carry 
on educational programs in maternal and 
child welfare and in public health. An 
amount of $89,000.00 is available for this 
purpose through the Children’s Bureau of 
the Department of the Interior. After the 
preliminary training period, these nurses are 
to be assigned throughout the state at a 
salary of $120.00 per month, plus car allow- 
ance. They are to conduct classes for wom- 
en in anatomy and physiology, hygiene of 
pregnancy and the puerperium, care of in- 
fants and young children, control of com- 
municable disease, habit training and ado- 
lescence, etc. Classes in hygiene and com- 
municable diseases are to be conducted in 
schools and these nurses are also to be avai!- 
able to inspect children for communicable 
disease in schools. 

There are forty-three counties in Michi- 
gan without local health agencies of any 
kind. It is expected that most of the ef- 
fort will be made in these areas. 

Since this program touches that of the 
Maternal Health and Preventive Medicine 
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Committees of the Michigan State Medical 
Societies, it is to be resubmitted to these 
committees shortly after April 1. 


Maternal health in the United States is 
not one of the best examples of progress 
in medical practice; there is room for im- 
provement. Whether the sought improve- 
ment is to be realized in the results of this 
program remains to be seen. It is doubtful 
unless the program merits and receives the 
cooperation of the profession in its actual 
operation. And, the actual operation of the 
program will depend very largely upon the 
personal qualifications of the nurses who 
will do the work. We are told that they 
are being very carefully picked and that the 
qualifications are very exacting. 





THE WAY OF ONE 
FOUNDATION 


N seven counties of Michigan an experi- 

ment of very great interest is going on. 
The experiment is evidently an attempt to 
determine how much public health is pur- 
chasable. That public health is a purchas- 
able commodity has long been recognized, 
but no one has ever demonstrated the rea- 
sonable limits within which this axiom is 
true. 


In these seven counties (Allegan, Barry, 
Eaton, Hillsdale, Van Buren, Branch and 
Calhoun) the W. K. Kellogg Foundation 
has assumed more or less complete financial 
responsibility for public health administra- 
tion. Other foundations at other times and 
in other places have conducted similar ex- 
tensive and intensive public health pro- 
grams. In this instance there is the very 
noteworthy difference, however, that the 
Foundation has recognized that the physi- 
cians practicing within these communities 
are the natural purveyors of public health, 
that no foundation, however spendthrift its 
program, can accomplish alone what it can 
with the help and active support of the phy- 
sicians. The public health, after all, is but 
the summation of the health of the indi- 
viduals. 


Accordingly, for several years past the 
W. K. Kellogg Foundation has gone about 
making friends of the physicians. In the 
seven counties there are approximately 260 
physicians and all but one are cooperating 
in the public health program. The founda- 
tion has offered courses at recognized teach- 
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ing centers to general practitioners and 73 
per cent of them (exclusive of those in Bat- 
tle Creek) have availed themselves of these 
opportunities. 

The latest project is a two-weeks inten- 
sive course offered at the Washington Uni- 
versity School of Medicine in St. Louis. 
About one hundred physicians are expected 
to leave Battle Creek on April 12 and go 
back to school until April 25. The two 
weeks of post-graduate training includes 
work in obstetrics, heart disease, allergy, 
blood diseases, infant feeding, preventive 
pediatrics, conduct of practice and handling 
of common conditions, infectious diseases, 
surgical diagnosis, tuberculosis, et cetera. 

In sponsoring this and previous educa- 
tional opportunities the W. K. Kellogg 
Foundation has made these seven counties a 
better place in which to be born and live. 
It is giving to these people a guarantee of a 
good quality of medical practice and a hun- 
dred foci for the practice of and education 
in preventive medicine. 





RELIEF MEDICINE 


PPENDED herewith are some interest- 
ing figures showing the cost of medical 
. care to relief clients tabulated by counties. 
Although there is a variation of from 4 
cents to $2.15 per relief case there are a 
large number of counties in which the figure 
varies within 20 per cent above and below 
one dollar with an average of 82 cents for 
the month. These figures were obtained 
from the office of the State Emergency 
Welfare Relief Administration. We hope to 
be able to publish similar tabulations for 
succeeding months as they become available. 


ANALYSIS OF COUNTY MEDICAL COSTS— 
JANUARY, 1936 


Costs Costs 


Total Total Total per per 
Relief Medical 


Relief Medical Medical 


Counties Cases Cases Costs Case Case 
Ce ae 149 39 $ 171.00 $1.14 $4.38 
CS ee 215 34 123.00 s57 3.61 
Aidleoan . 2466: 543 13 26.00 .04 2.00 
BIMENa .iccese 243 ay 63.00 “25 2.33 
Pt 217 30 159.00 vo 5.30 
PATORAC 6.x eseres 159 23 162.00 1.01 7.94 
SS ee 183 32 144.00 78 4.50 
eee ixse sé 361 102 654.00 1.81 6.41 
ee ee 1334 371 1,100.00 .82 2.96 
BEE cis ss00 316 36 235.00 74 6.52 
BOOTTION 20060 1581 268 495.00 Be | 1.84 
Branch ...... 354 47 209.00 .59 4.44 
Calhoun ...... 1517 144 481.00 31 3.34 
ee es 568 78 580.00 1.02 7.43 
Charlevoix .... 413 58 131.00 31 2235 
Cheboygan .... 401 52 268.00 66 515 
Chippewa ..... 292 79 96.00 ye 171 
6 See 279 36 265.00 .94 7.36 
eS ee 370 47 361.00 .97 7.68 
Crawford .... 112 24 151.00 1.34 6.29 
BED. nis wis e'wew 1392 393 929.00 .66 2.36 
Dickinson .... 825 71 363.00 .44 ai | 
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Waton: (c2eaes 424 50 197.00 46 3.94 
PUIMTHEL 66.06.6510 oon 29 79.00 23 2.72 
Genesee 22.2% 2776 1035 5,468.00 1.96 5.28 
Gladwin ...... 139 17 .00 .52 4,29 
Gogebic ...... 1036 149 793.00 .76 5.32 
Gr. Traverse.. 370 46 80.00 sal 1:73 
Gratiot 66sa1cs. 641 iA 410.00 -63 5:32 
Hillsdale ..... 407 34 179.00 -43 5.26 
Houghton .... 2295 366 1,587.00 .69 4,33 
HPOTON 66k 's0<: 250 12 42.00 .16 3.50 
Wage AM: 5 .<i6:0:3: 2307 707 1,465.00 63 2.07 
MOMS <60%040 6 745 121 574.00 iA 4.74 
BOSCO) Sa ois -have 223 32 200.00 .89 6.25 
Lo Ce ee 713 147 814.00 1.05 5.53 
Tsapella. <.s2s0% 213 44 342.00 1.60 rH i 
Jackson ecisvavae 2947 605 2,987.00 1.01 4.93 
Kalamazoo ... 1569 1667 1,510.00 96 .90 
Kalkaska .i0<. 133 25 133.00 1.00 532 
INOTIE. 24, oieieie'siaie 4505 1571 4,565.00 1.01 2.90 
Keweenaw ... 185 19 137.00 .74 Leak 
| Bs a ee 203 25 184.00 .90 7.36 
Ds ee 348 92 649.00 1.86 7.05 
Leelanau ..... 175 Z 28.00 216 4.00 
Lenawee ..... 634 59 452.00 A 7.66 
Livingston .... 263 31 156.00 .59 5.03 
BNSC oias:6 1430.04" 87 26 64.00 oho 2.46 
Mackinac ..... 206 35 219.00 1.06 6.25 
Macomb ...... 849 103 461.00 -54 4.47 
Manistee ..... 433 112 389.00 .89 3.47 
Marquette .... 833 112 854.00 1.02 7.62 
MaSOn .ccicacs 320 43 101.00 col 2.34 
Mecosta ...... 358 89 381.00 1.06 4.28 
Menominee ... 624 42 222.00 <o5 5.28 
Midland isc... 228 70 430.00 1.88 6.14 
Missaukee .... 127 33 217.00 1.70 6.57 
Monroe 3.22 510 97 550.00 1.07 5.67 
Montcalm .... 654 146 484.00 .74 3.31 
Montmorency . 97 8 80.00 .82 10.00 
Muskegon .... 1592 339 1,805.00 PAS 5.42 
Newaygo ..... 348 35 159.00 45 4.54 
Oakiand ...60. 3291 892 4,323.00 1.31 4.84 
Oceana  26.6/s:01 240 4 177.00 nie 4.02 
Ogemaw ...... 167 24 228.00 1.36 9.50 
Ontonagon ... 260 58 333.00 1.28 5.74 
Oscedla. ocis6s.s 280 37 277.00 .98 7.48 
OSCOEA. 66.00.66 83 24 179.00 25 7.45 
OUSERO: “ois cies 138 24 93.00 67 3.87 
Ott We 6-5.6:3's 5% 403 57 206.00 pol 3.61 
Presque Isle... 294 36 48.00 .16 1.33 
Roscommon ... 92 10 74.00 .80 7.40 
Savinaw oss... 2044 297 795.00 38 2.67 
Samal  o.ciss6:< 251 34 112.00 .44 3.29 
Schoolcraft ... 251 41 243.00 -96 5.92 
Shiawassee ... 637 78 353.00 259 4.52 
St Glatt oikas 1410 155 526.00 a7 3.39 
St. Joseph .... 473 62 216.00 45 3.48 
STAIGEONA) <i0'04::< 339 7 13.00 .03 1.85 
Van Buren.... 673 28 177.00 .26 6.32 
Washtenaw ... 1233 95 718.00 58 750 
WWIGWIIC Acie’ oe 22590 7522 18,987.00 .84 2.52 
Wexford ..... 662 11 43.00 .06 3.90 
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Entire State...78794 19798 $64,807.00 





APRIL FIRST 


From the By-Laws of the Michigan State 
Medical Society: 


Chapter 8. Annual Dues. 

Section 1. The Secretary of each county society 
shall collect and forward the dues to the State Sec- 
retary on or before April first of each year. 

Section 2. Any member in arrears after April Ist 
of each official year shall stand suspended until his 
name is properly recorded and his dues for the cur- 
rent year properly remitted. 





TWO IMPORTANT MEDICAL 
GOLF TOURNAMENTS 

1. American Medical Golfing Association, 22nd 
Annual Competition, Mission Hills and Kansas 
City Country Clubs, Kansas City, Mo., Monday, 
May 11, 1936 (first day of annual American Med- 
ical Association meeting). 


2. Michigan State Medical Society’s first an- 
nual tournament, Detroit, Tuesday, September 22, 
1936, 1:30 P. M. (The local Committee 1s nego- 
tiating for one of the best courses in the district, 


but arrangements are not as yet complete.) 
Jour. M.S.M.S. 
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ANALYSIS OF EXPENDITURES 
FOR 1935 


Society Expense—1935 




















January 
Weste rite WeifO tls e girs tars bevacsiave: aversneserosecaters $ 9.28 
AdatessOeraon Sales: oss sc eccre ccinscia we 2.46 
Dr. B. R. Corbus and Dr. R. R. Smith— 
AEAVEL Siccrsare ie sa eeer eae eens ee aoraecee 35.00 
February 
_ ene on Public Health Edu- 

Nee: Sipe a ete tabanccinec os efeie a evar caer watece’ 500.00 
uickioes Bell Telepnone:. . <....<<.60.0ces08 7.65 
Western Union Telegraph Co........... 4.29 
MGGLeSSORLADN. SAlGS 666.cees cies scwccans 1.36 
PRAT WEG? PI EOSS: 5 ois65, 026i 026 5:64 aie cio: o a eiele oc -62 
Michigan Bell Telephone............... 14.80 
Ba Re Corps Braves c 6 vss cccveelccaweies 68.00 
J. Hl. Powers—Dravel. ii... 3c. cee cess 8.75 

March A 
Western Union Telegraph Co........... BSS 
Pea SSEIROSS vo ogo 6 oole- sie calnsecitererace es 1.20 
NGUGESSOREAD (DANES) ois died cw iclemacs-ccineee 2.72 
Michigan Bell Telephone............... 7.25 
Florence Ames, Secy. Conf............. 2.80 
F. L: S; Reynolds; Secy: Contk.. .::.. 260 45.00 
E. ¥.. Dowgner, Secy. Conk... 3. .6.00s 7.84 
G: ©. Stewart Secy. Goto. ccc3scs0s des 66.00 
Pi Deummnonds Secy; Conta... 3 cccc saa S25 
L. Ee Hester... Sey: Conte. vccccsices cae 7.84 
B A. Holm: Secy: Comte ciccce ccs cic ass 18.30 
EB. &. Sladek, Secv: Conki.. oc5.ccccsees 22.60 
M. G: Wood'.Secy. Cotf...: .....cccccess 14.70 
C. W. Colwell, Secy. Cont... ...5:.06005% 3.85 
EB. J. Graham, Seey. Cont. «..-: 0650s 005 7.70 
H. A. Adrounie, Secy. Conf............ 7.70 
R, A. Springer, Secy: Conf... .......... 8.60 
Te, Ni Elon Seew, Cotleine: ici sc cceuss 7.00 
Hi, Wwessler;. Secvi, €otiic.. ccd ccsesencce 22.50 
Rk. FH. Nichols, SEC. (COM inc cs'cce cies 13.20 
Chas: A. Tetfer,, Secy.. Cotth... 60:66. n06s 16.32 
J; Js. Me@ann, Secey. Conte ..c 5c. cic cna 7.00 
B. T. Montgomery, Secy. Conf......... 30.65 
ie, hs Binet Seev; Cotiiees <5. 0iscec cae 4.41 
B. We Brenner, Secy:; Conf... 506.055 ‘c5 aoe 
W. H. Barnum, Seey:. Conk ccs ccc sins 11.55 
John, Eawther, Sécy. Cont... 2... 0.5660 5.95 
G. C. Penberthy—Travel Ncher wuieaaeianes 32.00 

April 
Kenneth Pierce, Secy. Conf............ 10.50 
AOdTessOetapn Sales 2 icccc cece eee ee 3.49 
Western. Union. Telesrapiv. ..... 05... ccs 3.69 
Si€, Moore, Sécy: Cotihic cs. ccc es 13.12 
Bhnor ©. Clark, Secy.. Conf..........6.% 26.21 
jJonn Whalen. Secy: Cottt...2. .0.56.6.% 8.75 
University of Michigan, Secy. Conf..... 21.00 
B. Re €orhtis—Pravel. osc c.ices daa waisies 22.00 
Insurance and postage on coupons ret’d. .20 

May 
Michigan Bell Telephone Co............ 10.40 
NCATESSOSTADE SALES! a cloiecivin es cee cs sis « 4.20 
Western Union Telegraph Co........... 4.14 
io GM ONS CHa oa spet ot ae, fos en ner her rare sereie 1.50 
Michigan Bell Telephone Co........... 21.20 
SURVEY (GRANMIe: 6 os <ctoardeecwiaceounes 2.00 
Be. Wi (Chase, Secy.. Conk..c ss v0.6 cc secs 2.59 
B. R WW MES «a Wao ise ws, dil eils was eievereiens 3.76 
iy, Uy Coupe — Reaeeres onc5.s.occcc sete 169.25 
©. T; Beeld ——ravels. oe cisecc sc ccscsccce 75.00 
Ox Ie relate “Prayer. ....66. ccssaceuss 61.72 

June 
1D FPN 60a CES a5 ee a a 4.50 
Postal’ Teleeran yc. 6b o:6 660 e cccesrone csciwe 1.61 
Addresgopraph Sales 2.25 .06scc< cs sees 2.44 
er Searle & Strawhecker............ 5.00 

. Chamber of Commerce........... 7.50 

July 
Michigan Bell Telephone Co............ 20.50 
Grand Rapide Trust €o,. 2.0.2.2 556. 1.29 
Western Union Telegraph Co........... 2.28 
Postage and Insurance on coupons ret’d. 45 

August 
Michigan Bell Telephone Co........... 11.40 
CT CLIETSG Ao OG CREE Eee aca Marae! 1.92 

NOG Cea ois ied Se as ee oa ix rien 4.40 
Western Union Telegraph Co........... Zoe 
Addressograph Sales ...............00. 4.22 
Michigan Bell Telephone Co............ 9.90 
iy  leetnrenretores 5.00 
B. @orpts — Dravel o.oo uch ccucce a: 7.80 
Cc. Eg Ekelund—Travel.............00. 16.80 
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$ 46.74 


605.47 


405.98 


108.96 


21.05 


24.52 


63.71 





September 


Rie) GAGOREOT so aie sas nnsideasnadewede 
Western Union Telegraph Co........... 
Addressegraph Sales ....csccccsesisccs 
Michigan Bell Telephone Co............ 
He DIGIC CC Ree ater eee 
Columbia Storage & Transfer Co....... 
De Bis GaONeS ie oa tite ct er ounmansdacaee 
B. R. Corbus and R. R. Smith—Travel 
J. HE. Dempster—T rave). osnccccccicwace 


October 


Western Union Telegraph Co........... 
1, RC eee eee 
FROUER. CONN WAC es 66 6. 655 6 asin cess Sersicnens 
Cee PRON ka a wns cocanansioneddnes 
GAME EA : SHORE oso asia 05:66 6s ca cictere scene 
Addressograph Sales .....000ccseesscse 
Wists (8 CAG Wess ered cecaags saa cicrnslenie 
Columbia Storage & Transfer Co....... 
ee Bell Telephone Co............ 
GUMCEG He cee Mebee cs nse ae owes 
Cech — Travels ccc ciccoacewccns 
oo Ekelund—lravel. ... 6. s00csc8s 
. R Corbus—R. R. Smith—Travel.... 
ey Comte — PLANO ls 06 6.6.s 5 cas cencuces 
) et oe RRR 


siakhE: 


November 


Addressocraply Sales se .iccus ccdccccccees 
PREWUSSER TEWOlEE co aciccccccccnccecaawaes 
Sables @ Mae acs aa wialasclelacaacg saw eee wets 
Western Union Telegraph Co.......... 
Slate etage C6. s coho os aces wa siews 
Ce. RE) eel satan 3 ase he a5 es cern Sere 
American Medical Association.......... 
Beurmann-Marshall, Inc................ 
KR. OR. Smith—Repentts. oc « occ c ccc ccccees 
@.. F.. Belin —Pravels «oo ec ccececcnee 
Grover C. Penberthy—tTravel........... 
Be Re @artitis— Travels oscnscccccccecses 
Roy H. Holmesc—Travel. «...ss..6.60<0 6 
€. TV. Ekelautid—Travelic.c cies cccnes 


2B SCor i ae eee 
Beurmann-Marshall, Inc................ 
Michigan Bell Telephone.............. 
7: I GTE| 460 eae eee 

BO lcs “Coa a pene 


Postage FEUNDUTSEMIERE .o.0 cc cc kccces wus 
Postal Belegragt Coe cs c.cie cect cwacnucee 
PROSE OP COOK ao oe co cnc ad swareeeese 
CONECE POlCGEAGN 2 5. bs. n eccesscccwesaaes 
C.F. Bhelid—Fravelainc co ccccsececacce 


ee fund from Code 
PURMORIBY. So cc cd wtddaceed a eecaenads 


Refund on B. R. Corbus’ Fidelity Bond 





3.26 








3.63 





116.02 


263.64 


232.41 


119.43 


$2363.69 


5.97 


$2357.72 


Miscellaneous General Office Expense—1935 


January 


AGcoutts: charaed Off} ..25c6 cccceccckcs 
@.. Be Jes Janos ois cccciccccnccas 


February 


Accounts charged: Off. ..56.c cc ceeeececs 
Piette CHAG ROS 6 a. x fen sch ceo bw celeb acces 
He Wa. Vembrdek G Sons... cccccccees 
©. Be Vest Janta iis ccs ccecncnecades 


March 
Accounts charsed: Off os cs cc cindccceiin 
April 


Accounts chareed Off... 6 sok sie caw scenes 
Exchange charge on protested check.. 


May 


Accotints charged Off ccs cheeses 
ASERGE Qe PIA iets o ac acest eedeuaeee 


July 
O. E. Atwood, Secretary of State, non- 
profit corporation filing fee.......... 
September 
Grand Rapids Insurance Co........:. ree 








6.95 
50 





18.00 
246.38 





62.50 
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October 





















































Accounts charged Off. .....66c0ccsveens 43.97 43.97 
November 
PAN CHAE 6.06. ose ce sine ee wasiescces .97 
rand Baods Trust’ Cos. o5cs.+ saiseweles 5.50 
Grand Rapids Insurance Agency....... 23.84 — 
December 
iL €. Smith Typewriter Co. «6 o.06 6c 116.40 
POSEARE ON COUPONS. 6.60.65 000.050.000.080 .06 
AE. RMONONO: CO ii 6.0 056.0 600.064.446.400 27.56 
144.02 










$ 645.03 
ee on Fidelity Bond of Dr. 
BAC, VESTN i 65 9:09:55 505 wiars baie ears 19.45 


$625.58 














Printing, Stationery and Supplies Expense—1935 





































































































January 
Kessler Office Supplies.............000- $ 4.99 
BVGPESONODDS: (On. .66j2.osi0i0.0 bbe a sesleswies 49.65 
PUGUEICE POIOCK, FC. 9.5.6is0c ccceseesd ee 3.61 
58.25 
February 
OS SS. O° a ae SPAT 
Remuington-Mand, INC... 6066 ccecssseecs qe21 
Kéosler Omice Supplies.........02saccvssss 6.84 
Maurice Polack, BNC. ooo is sisicacscscee 6.80 
Mills-Broderick Printing Co............ 109.81 
ARBONNE ASOs, 6 6:635:0:6.54:010.8 4 6:0 6ewsa ees 2.87 
‘ 164.70 
March ; 
Kessler Office Supplies............2000- 6.69 
Mills-Broderick Printing Co............ 37.24 
43.93 
pril 
Kessler Office Supplies................. 1.03 1.03 
Ma 2. 
sistas ORCe SUpO!S «0.656.006 00000 eee 11.03 
Mills-Broderick Printing Co............ 23.07 
Beawrice PORCK, BNC. esis c cies 5.0 eee ae 3.61 






















“Ressler OMCE SUPPhi€s:. ..6.60.6.00:060%0000 1:57 1.57 
July 

Re Ce ROIS ies esis aia Dobe alain WAS ew ew 0% 5.00 

Kessler Office Supplies................ .62 








PG EONRD.. 5. oe stords640 4169 46 4 ele els Oe 2.12 











August 












































































































































er Office Sup _ ee er re 4.27 
PIAUTICR POMCK, TNC) 606.6 .0.6-6 35009 0:5 )0.0 600% 3.61 
Mills- Broderick Printing oo ee ee ee 6.95 
Railway Express Agency.............+. 22.02 
WAPI OENODDS CO. 66s sewssww cee dioncas 8.50 
45.35 
September 
essler Office Supplies................. 7.63 
Bixby Office Supplies................. ty 
8.35 
October 
Kessier Office Supplies... ....0.ccsese08 5.82 
MEBUTICE POUICK, TNCs cs cawccccceses 3.61 
—— 9.43 
November 
WVSEGSCRODDS: COiiis occ sissies ene see 25.75 
Gregory Mayer & Thom Co........... 16.54 
Reemeral Printing COs ove. o0.0i66.00-e ecw oe 4.32 
oe ES a ee ae er Pe 11.20 
Maurice Polack, InCi.06cccccccscssecses 2.58 
Mills-Broderick Printing Co............ 34.59 
WEEG-SCHOPPS GOiscc cscs cccescceacas’ 91.67 
186.65 
December 
Acme Letter Service.............ccc00. 30.14 
VATE Nos PUPTIROS MOO ois 62:0 :5:6-4-0:6:0 0 400-010. 32.49 
Gseneral’ Printing Cos. 6o scsi. see cee 1.88 
Gregory, Mayer & Thom Co........... 19.08 
Matirice Polack, Fn. 10.2. cc ccce essed 3.61 
87.20 
$ 651.19 
PAIS UNDA WIS o.oo: o. 4:0:5, 08 awd ooreierew nieve 16.64 
$668.55 











Post Graduate Conferences Expense—1935 









































July 

UDEIER igs CDW. 4 ih nis a ees Sclwrde eine. daeierewate $ 4.00 
Tames Ti. Maxwell... s.cccc ccc ccscceees 4.00 
Howard McCluskey ..........ccccceees 24.00 
Papa Sx rom RR RNIIEERIB 6 o's5 sia. toa oS von So Wes bi8 ON 27.00 
A Bee Go | 1 aR ee ane 27.00 
Oe Oe LS rer 27.00 
3. Malton Goldhamer. ...4 020000 cc0s00 4.00 
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SOCIETY ACTIVITY 
























September 
FEB p MRR CORPS ON Osos. Severe ore arcs te ware a teeerg alae 12.00 12.00 
November 
4 CEST ot eee ne aa 27.50 
HH. RETA os 055s ale dio is 6 rere owes 55.00 
{; é “Mont PaUOGN no are stoic tasaielaieraisve.e tre So 27.50 
AOE: SRIERE AMEE, 01 'c 0 acs Web ar boo} oS erase 27.50 
R. W. BEM WTEC Nps 'o./ols Sav exsthvs ois Malware 55.00 
1D RRS elge| 2°0 1 7 3 a ae 27.50 
DD, CE rere cra ren rene arin 55.00 
DD, BOW ah bal Sreveve: onic ave oréraseiteiw, werameraiel ee 27.50 
Roe EN IS REOE OU Geis rakc aoa iala-eiayy avers aiehe cieenis te 
1 OA We: CL eR eee ere are mee te 
Voy Bae LPS so ner eee 
1g fie? Vg 2] 5) 2 neg ay re eee emer 27.50 
Rs MUSA OS eacchacscelereisreevoreieia sh area aie sears 27.50 
MAAN ay SOO AEB CEG e505 855 rel ore tase dae war ele Bie iotelovels 137.50 
YR ORR] (1 7 na NG Soe tara nee ener 27.50 
0 DOP! PRS [rcc(e: oer (2c eee eae mee gt nn ee 82.50 
Els, OCMIION SONS | 6sis cols: -e elereci-n se eere ware 27.50 
Ws hlisc. > DAMM aha rs a fade aca cataar's wie, Gone oreo areierenenererels 55.00 
Bg; ING SOR os cores 55555 Graves eieverins over trenecate 27.50 
ee PY. PEO OS alacs a's ciate ct eloreue siecsreneeene eiaiare 28.00 
825.50 
$ 954.50 
Economics Committee Expenses—1935 
February 
W. ad INDE SIN so 2o'diee ss avers atarersiocertiere $ 28.70 
Hawards: WBVOS,. sessiasarccewie tear eoeeee 132.44 
161.14 
March 
BAOCEDs  SUACIEE, (io cace ereia. a's 4) sigh iw ere ate ees 3.00 
WWW =) TEN. RRRSISERERIN Gs asses ce Syiirar'5. ie, Sretier saci ssein oar 76.40 
79.40 
April 
Wis) Wed CRESTS BA oes kro atestinecece wees 20.80 20.80 
May 
Hotel SETS eg RE oe or ne a Se CT 2.00 
ol LE Shes Ee | RR a re ce eres Seer a 12.50 
| Oh, ae, Cy. Re a tea 12.00 
PUGWAEUS) HSEOG! 6.6.5 0i0i55 44 Gis ee sco soe ees 26.45 
52.95 
June 
hal Els, Siiaestial) Greeters os sees 45 


uly 
W. H. Marshall 


August 
EB MERC ONR 3 ois chs renieie-s a erste ws ierecore ene 10.20 
Edwards, Wetter Shoo: «ss. oss ccna 66.95 


E. Graversen 


b08 0 68 08S Ore 00 6 408 SS Oe woe 9 Oe 











‘lie, AE RSPR eRe aioe Hate 9.76 
104.62 
September 
Ne. ROM ee BOIS OB a, cc rhinos oxo a oa eews aan sre 13.80 
Wot el OOM eels tak «Sic nditeas Sims Oe 18.60 
ig Re ES UE ts 85S oscars erste ueseueavanevorare 9.00 
_ ORS TS 1 0 Fe Ca RP a er tre eee 19.58 
NW. Del MATS ID oy oe sorsnwrnaiewrereravecersvarareectars 57.80 
DS OV GORE 65 cis So cces ie FRR ore ale 8.40 
SOU «Ves FL Sai Oo a ae eRe bai de 6.31 
133.49 
October 
Bdawards (etter ShOp s.0660sk sees oc ses 3.28 
Gs, Aes ee ela ois 25: cree vei are: sarin svocsavnir rece 10.00 
13.28 
December 
Walter W. MePhersonms< 6.5. 666526808058 140.00 
Os UN, REES UO 2 aon covers. oh ard ai evs ioxscorerS: wre etongietaes 4.50 
144.50 





$ 723.93 
Plus unpaid bill 30 


ee 





$ 724.23 
Joint Committee Receipts and 
Disbursements—1935 
Receipts 
Balance from 1934 )..0occsterae ne eciecaies $ 11.42 
January 
IDEULOIE NEWS? wissen oes aeeeeeacunesew ee $173.07 173.07 
February 
Michigan Dental Society.............. 150.00 
Wetrort NEWS sscecsateicencaealacieea notre 5.8 76.92 
Michigan State Medical Society........ 500.00 
726.92 
March 
Detroit ANE WS: 45h eset eae etioee 76.92 76.92 
May 
Michigan Tuberculosis Association..... 50.00 
Wayne University College of Medicine. 50.00 
WIGET ONE NCIS 66 iorererecevccecercieevers ois cccle e ove cede 173.07 
Michigan Dental Society. .......666000 50.00 
Michigan State Nurses. os 6060000600000 25.00 
Michigan Department of Health....... 50.00 
Michigan Hospital Association......... 100.00 


498.97 
Jour. M.S.M.S. 


J 
J 






June. 
Detroit News 


















































SOCIETY ACTIVITY 


Serene nana Sie mOarete ee eee 76.92 76.92 
10 July 
MGtrOIte NGWE! 6.s:0s.ticeewokoeeeetanies 76.92 76.92 
August 
Detroit WWEW Sy i5cccinai oeeoses ease 96.15 96.15 
October 
Detrait INOWS  sceocceebcescnetiowne 76.92 76.92 
November ? 
Children’s Fund of Michigan........ 1500.00 
Bethort INGWS: <o50. ces cckevecacdeewes 173.07 
1673.07 
$3486.38 
Disbursements 
January 
WPA Ol TRGINY orsisioieie sca. alettic. avers eases $100.00 
Permian: KiGGher ..cscikccceecicsaccscus 75.0 
$ 175.00 
February 
MO AHOY CONG octet twas eewe aed ueues 200.00 
IGHINAN: TQICOREE os oinc8.6%. se. hucewe wets 150.00 
50 350.00 
=x March 
50 RIEL MOLEC vo eia2 sar serelarece arte siarerewioaens 100.00 
Pletmat RIGCKEr 26086 bo idecueee wns 75.00 
175.00 
April 
Mabel WOU corer ooo cant waco eens 100.00 
Nesta NICCKED ssac-sokcccecncncecs 75.00 
175.00 
14 May 
tn Ae oer spnlcs ohece Se erehaler aco eco oes 48.00 
PAO NIN a oie o Siacavereerareeiew ene eelne 100.00 
Herida WIECHOE .6ci6i css cecccecees 75.00 
40) 223.00 
June 
80 J FEATS IAN (1 | aR a 100.00 
Flerinaw WICCKEP ..ib60 cscs cnccenees 75.00 
175.00 
July 
Lotte ge 2A Gt Michigatin cs cccccsc ce 6.65 
ESO OU a oiecen Se ea Ceo sie Wi Sees 100.00 
95 Freriatr iCCK€® fi606e sce scene ccs 75.00 
181.65 
45 August 
MCR EPO RG Pe e;.6: oho 's Scie cose alae. ceerorevere 100.00 
30 Herma KIGCKe? occ sciccc ec esc ces 75.00 
175.00 
October : 
Uneversity of Michigan: .:..66665456065 9.43 9.43 
November 
PCIE ANONN oy aos 5.5: 4h a's. ase evare cow everene eke 34.00 
FREGUIA  ICIOOCKEN, overs. 65:5) 5.6.4:010s Seeees 225.00 
NGO OUI, « 56760 cie 4 ds 4 0-erb ecers Seca e sree 300.00 
62 University of Michigati..........<0< 114.36 
673.36 
December 
EVELINA. NICCKCE -o06.c 06 '-o0k ieee ee 75.00 
Mabel OMG scewecsccaecncxadeeces 100.00 
175.00 
$2487.44 
49 Medico-Legal Defense Receipts and 
Disbursements—1935 
Receipts 
28 January 
j MOGs Sige Calas eicaavedsin arad RG ae $259.75 $ 259.75 
February 
50 11S CO De ere entree caer cree ter Fer ere pr 717.50 717.50 
ie March 
93 10.05 CTE are ESET aeaeay of or grraemers a oe ee 1358.50 1358.50 
30 April 
— MINES ier tater ov stew ah aetna eg ee 1855.19 
23 COUPONS! eh eie ernie tea 192.50 
2047.69 
May 
1D SERA marenetrrr gers cre arn ere era eae ea tra 709.04 709.04 
June 
1 DULCE arc ars Oren are arene EN eaietera roe a er 86.53 86.53 
42 July 
NAC Sie. var, seas lere! ai a1 eine lo Via wae a Oe ee 101.62 
07 WOU SP nia ma Serre a eae 100.00 
201.62 
August 
PLL eer ctee cette t oN as petanel ec eeiere racer ete 68.25 68.25 
September 
103 Se Re ee ne mer eee 45.75 45.75 
92 October 
LOSS eRe nee ee Oe ee pt ene Se 57.95 
92 Connon bres deci deaase ean Seon 165.00 
222.95 
November 
LG eae. 6: beer eee a aha eel enee he eee ee 2a.l2 24.12 
December 
RUSS arava con olan cise ear ahaa -eac ae Ore INS SE Oe 34.48 
PON. Sas seuccicaccisuaksecanueewes 25.00 
59.48 
97 $5799.18 
Aprit, 1936 















































Disbursements 
January 
Doglas: Warhout .cccccscccscicaacecece $199.05 
Wins J. Stapletots Jiisccccccccvcicnee 83.3 
February 
Metin 0; Stanletede Fre coon ess ccbaccdws 83.33 
Brotiglass: Bat WOae «cies cccncaccne cones 325.00 
March 
Mills-Broderick Printing Co............ 19.00 
POugIaG HaShOUk .c 6c 6c-ivecccccccsenws 96.00 
Wits. J Sta pletetis Uris 05s cecsccwcwe ee 89.99 
WHER OG ab sae cccwk ck es bun hasiwees 3.00 
April 
Brotigides Washaue? 6656 ck kcccccdacace 183.50 
Wik J: Stapleton Frc sc cccccccicncecs 83.33 
May : 
Wm. Ns CHAIRUOM Vila coc Kiweed eucaciens 83.33 
June 
Wis Fe Stanletotle Vrice soc cc ceca cad 83.33 
Dovelasy Haspaur 2 ..6ccccsocnncnneas 120.00 
July 
Weis Je Stapletoms Freee c ccc ececkk casa 86.10 
August 
ee Je Stamteteihs. Urs es cocs cee cedscueus 83.33 
Rratigiag, HaseOue® .cec cess cendccoceaes 250.00 
September 
Witte Ws Stapleton les. .6 6 occccccccacecs 83.33 
October 
Warels Stapleteay Fics. ccccccscssccus 83.33 
November 
Drotighise: HASMGe, S66 cose chcse nese vedes 704.00 
Wie [Te StAIMClOlin Vises co ccecadcewscs 83.33 
December 
War F. Stapletoie Frees ccc ccccecsduds 83.33 
Pie whips Diliss oss ccc cdse nee esese se 
Council Expenses—1935 
January 
ee ee ORG a oxen tos Se cee ho ews ase ees $ 46.60 
Eee: Wee Cees oc 65 Sec dcueca antawoca ene 40.00 
SA OCGs ccavndcecausedeanenceueus 12.63 
February 
ye lees © rm he 6 oe Siren oa SA eee aka 26.85 
{ ORWONS aia ao oa as cr ntene dee eacemes 32.75 
EE. WANE POUNON Soo cao kh ekicncudcs 39.90 
1, ORL ee renee 19.44 
Mid-Winter Meeting of The Council.... 113.12 
RIE Wr COON i.e ocd cg acco cen semaa wns ne 14.10 
Per I AMONOM ts o's aavone he datanckeowa 51.02 
Wii 5. cca deacduseccnons 26.11 
H. #H. annie Morais es char see a earn, eacarwiar es 15.67 
ME SB OE ee ee rr 24.00 
Harlen MacMulien Dis sade neeeacuen awards 21.30 
Wa. ae: PRGAMOUNMNOUES o55 2 5003-6 s sani acenes 27.80 
EWe Wee CANMENS 55s 6 ois de ccncnc con weaans 10.08 
March 
NEC gata UOIN «555 coh cawocawdedeeuee 10.23 
Graver €. Penberthiy. ......cccccsceses 13.75 
ba Re OWONG ee cos onctceeeerencccuenie 3.20 
a ba MEQWIRS ot ccc etch ade ecccuweus 22.00 
April 
ae EMD, AOWOUNG acces cs oss: s core ce daw ee ames 7.00 
Ge SRCAUOMINIOINS oc ccc ee cncandenewus 14.52 
Wie Are ER GIANG «556. 6.56 Chioidwenemaueeins 13.24 
Bee Ne CAN Metet ccc eccnatancetes aucune 4.56 
May 
ie i CONDON Go oe welch dccctineas ed eles 6.96 
Ere, Wee Cm te os cS uacewedbccnace 12.60 
Da, ete RRC AQOMMNOIES oo ose Seka eceosnunwes 8.74 
Bim City ChiWeue ss ccc weciewedesasees 37.64 
une and July 
‘ We WOCONGs aac ccs eas tvtenwecoaseots 10.11 
August 
eee Cente ooo eb oS asa cseuda lec eeues 22.00 
Oe Pr OWES ke hae su cro aed kein cre aciens 17.16 
"he Ee) RRGGUONEIOINS occ Seceeciccvecceeads 15.02 
Ben ee RAMON fo aoc 34650 aeaawecdateuuees 12.43 
We i (OC aelGiis soon rec mnsaceeceueuss 11.28 
le che A as Sign cua eke KG eaencd cues 12.60 
Oy SRS ere so 5k canoe teweswecscns 8.40 
September 
(fe i MOWMGESG clan xscccrsanseccesuuaaes 63.05 
Ce Oe aOR oo 6 orn cca eeuew ea meeecen 19.10 
Harlen — We wcesineevedsadwee ean 26.40 
+o: CONN oak cn se cnn nce Sacswssaneds 17-25 
BCE CI: ee Se Ae ae 53.64 





$ 282.38 


408.33 


207.99 


266.83 
83.33 


203.33 
86.10 


333.33 
83.33 


83.33 


787.33 
83.33 


$2908.94 
25.00 


$2933.94 


$ 99.23 


422.14 


49.18 


39.32 


65.94 
10.11 


98.89 


179.44 
273 












October 
lw) ee 6S 14.07 
LSS Grito a a are 21.30 
ENERO OED BLESIUINY, «650 5) 6 '6 0.10 5610556 16 Wieser 10: 36 Wier 33.84 
Reed REOANINNA y'ssie'aieiaiaie als ware. ere-e-ousrsiars 100.63 
De ENO 56-46-40: 0a was S OaweRae wars 38.28 
66n Obe OS ee ere eer ere 54.68 
Sf Bae eC a ea rr ree 36.0 

November 
NONE NE OUEN 5265.8 0:0 od .ae.a ond ds ces seweee 33:53 
& ES ic. adielK wneud se wor meeemers we oe 13.95 
ett ROM NITE OD 56d ois oe Grao. aoe ba0e-O0-’ 26.86 
BONO RONDE cb oo 65510; 2:5 00:0 1s-@ 016. 0 wavs wo ere RIEL 51.12 
eR AURANGUOIN 6 6.9:5dcaw sos wee dse wen oa6 88.20 








December 
SU Cae: Cc) | er ne ear 28.01 
NE) BOON — 6.6 6:64:08 4p 098: ea ea Sa ew ae eS 28.25 
NE Ce COC ie 20.50 
eg, Wis MBVERTICH, 66s oc aieieis i606 oscerereceernrs 7.20 
EE BGOUOUUS 65046 aw wee awa wweeueueweee 9.00 
PS SMG AA BING: 6 os cc-< 0008s eewwas wre 





$1621.19 


Public Relations Committee Expenses—1935 


December 


L. Fernald Foster—Travel............. $ 69.60 $ 69.60 





Cancer Committee Expenses—1935 





June 
Waiversity of Michigan... 6cccsescwarses $ 39.45 
NLGUEUNMEG EBENODS  Siicisd Gis ie seas 10.8.0 S Wins sae wives 28.00 
BR WN 5 OL TASBO YD 5:5 5:00:08: risa 40,0900 were B00 50.00 
August 
Oe bye | Cc i a 50.00 
OU Eee Lc i ee 17.00 
University of Michigan ...............4. 





October 
University of Michigan................ 15.00 
Eee Oe | 5, cae re eee 50.00 
November 
University of Michigan.............005. 58.40 
PG WREGS UBTOSs. 6.6.00 o-0:0 80:0 seers wreraiee-eie'ars 56.00 





Delegates to American Medical Association 
Expenses—1935 








June 
To. JRA SCHIAR: a o:6:66.0:0 60:0 :0,8: 6:04 v0 808 $ 96.48 
BSC EOD 53:5 1001660 0S Wei Rare ee 99.48 
Cae PRION ice ata hile 64.08 45.56.05 R Sw o~wiss 86.87 
July 
( eae OR occ) a ee ec eee 95.68 
Ch ge. Cee) Lr ee 106.56 
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298.80 


213.66 


92.96 
$1569.67 
51.52 


117.45 


114.40 
$ 378.85 


202.24 


282.83 
$ 485.07 









Legislative Committee Expense—1935 








January 
BAMIES Ws. CESLAGICN. 5:0 ciis.¢ oce.oslere es areeiesine $125.00 
$ 125.00 
February 
HGES Ud, EMAGIOY > oie < Gis evs 6:0 0'oo'e sero Sieiers 100.00 
otel Olds... A Sen OC rac 32.99 
132.99 
March 
Otel OUGS aes erase orcie eis pieceiesie see ce neces 105.96 
ARIES. FES PESEACIEY. oeisvere cris 0:0: «isle eis 0.5 siete 314.54 
Mills-Broderick Printing Co............. 15.04 
435.54 








mes B. Bradley and H. E. Perry.... 794.53 








RAE O Le CONS sayelecnsavaiccsterpiavera sieve scerals eustere ars 190.05 
PTA fy REY, ae scsvarere'e eine sore avs Ocal sees vere ceate 47.60 
My Gre CHRIS IATA oo ioe siaiaveinc RavevataisWeverernrease ate S75 
1083.93 
a 
Co) eC) Lc RR eee nr Re rC ca ir ar a eraeiee cara 259.72 
Ge MGBTISHAR 6:56. s'scernd du teteewecne Moeren 
OMe EET ASY 0s cs'o:sire ei oka Save a coveralls lorenalexcreleterers 85.00 
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co | ee ee ice eee sh cAeeeaw eae 250.00 29.00 84.35 333.00 one 171.00 
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oS ee ere ere ry ere eer Tre rot 250.00 55:25 147.75 333.00 nee 184.50 
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$3000.00 $381.25 $1426.78 $4000.00 $1000.00 $2506.50 
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Maternal Health Committee Expenses—1935 
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Preventive Medicine Committee Expenses—1935 
August 
FRO Ei wi LGGra: ae, o:4:0.« tier sore arerarelaraeacole ere $ 63.30 
James Js. OWleara. 2262 cc ccccccsese cass 36.48 
i. Pernaia BOMers s<ccccccctwswccaenes 36.60 
$ 136.38 
EE eypot so 
TR CIMOVIDONE sve. c. 0s (e700 oretursratele eiawiosie caters ; 
- 39.72 
October 
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Brash Wi Wesers o.-icaviwcdewacenccwes 3.00 
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28.88 
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636.01 
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rR £§, ICR Utarsre Setasicliciaitccs/arvia siaeiieatelee 10.90 
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nt (Ge Mn. OG 5 x ces rewiaknlns woamwrenee 4.50 
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33 _— $1333.00 
Credit for Exhibit Booths sold........ 640.00 
$ 693.00 
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COUNCIL AND COMMITTEE MEETINGS 


1. March 7, 1936—Committee on Maternal Health 
—University Hospital, Ann Arbor—11:00 a. m. 

2. March 15, 1936—House of Delegates’ Committee 
on Medico-Legal work—Pantlind Hotel, Grand 
Rapids—2 :30 p. m. 

3. March 17, 1936—Special Committee on Social 
Security (Maternal and Child Health Phase)— 
Statler Hotel, Detroit—2:00 p. m. 

4, March 17, 1936—Legislative Committee—Wayne 
County Medical Society Building, Detroit—6 :30 


p. m. 

5. March 18, 1936—Public Relations Committee— 
Olds Hotel, Lansing—2:30 p. m. 

6. March 18, 1936—Executive Committee of The 
Council, Lansing City Club, Lansing—7 :00 p. m. 

7. March 22, 1936—Medical Economics Committee 
—Olds Hotel, Lansing—12:30 p. m. 

8. March 24-25, 1936—Subcommittee of Special 
Contact Committee to Governmental Agencies— 
Olds Hotel and the Capitol (two meetings). 

9. March 27, 1936—Committee on Maternal Health, 
University Hospital, Ann Arbor—11:00 a. m. 

10. April 1, 1936—Joint meeting of Committee on 
Preventive Medicine and Maternal Health Com- 
mittee—State Board of Health, Lansing—3 :00 


p. m. 
11. April 8, 1936—Public Relations Committee— 
Olds Hotel, Lansing—3:00 p. m. 





COMMITTEE DECISIONS 


The undue enthusiasm of professional and 
amateur social workers in increasing the case 
load of afflicted and crippled children, coupled 
with an inadequate economic investigation, will 
break down any program devised to bring rea- 
sonable medical care to indigents. No matter 
how good the medical filter, the other two fac- 
tors will far outweigh the advantages developed 
by the work of physicians. (See Public Relations 
Committee minutes of March 18, item 4(d).) 

2 


“Urgency” and “Necessity”—what are the spec- 
ifications of each? For the PRC recommenda- 
tion, see minutes of March 18, item 4(d). 

) 


The Crippled Children Commission passed the 
following resolution on February 20, 1936: “In 
any case where there are payments made for a 
committed State patient, through parent or guard- 
ian (referring to afflicted-crippled children cases) 
that the reimbursement to the State shall be paid 
in full before any additional payments are made 
to the hospital or to the physician.” (See Item 
11 of Minutes of Executive Committee, February 
26, 1936.) 

3 


A booklet containing arguments against the 
socialization of medicine was the subject of dis- 
cussion by the Executive Committee of The 
Council on February 26. (See item 6 of minutes.) 

B 


Condition of the bonds of MSMS?—read item 
8 of Executive Committee minutes of Febru- 
ary 26. 

*® 


What age groups make up the greater attend- 
ance at the Postgraduate Conferences of the 
Michigan State Medical Society and the Post- 
graduate Department of the University of Michi- 
gan? Is it those graduated less than ten years 
ago? Is it those graduated between ten and 
twenty-five years ago? Is it those graduated 
more than twenty-five years ago? (For answer, 
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see item 3 of minutes of Committee on Post- 
graduate Medical Education, March 3.) 


Have the social aspects of medical care any 
place in the postgraduate training of physicians 
who are out in practice? (See item 5 of minutes 
of Committee on Postgraduate Medical Educa- 
tion, March 3.) 





MINUTES OF MEETING OF 
CANCER COMMITTEE 


February 21, 1936 


The Cancer Committee held its last meeting at 
the Olds Hotel in Lansing on Friday, February 21, 
1936. 

Plans were perfected for extending cancer educa- 
tion to the public through the Cancer Subcommittee. 
For this purpose duplicate sets of lantern slides 
are being prepared and will be placed in the hands 
of Subcommittee members to illustrate lay cancer 
talks. 

To supplement lay cancer education activities, can- 
cer booklets are being prepared which will follow 
fairly closely the newspaper articles which have 
appeared under the auspices of the Cancer Commit- 
tee during the past year. 

The next meeting will be held in April. 


OsporneE A. Brines, M.D., Chairman. 





MINUTES OF MEETING OF THE 
EXECUTIVE COMMITTEE 
OF THE COUNCIL 


February 26, 1936 


1. Roll Call—The meeting was called to order by 
Dr. Henry Cook, Chairman, at 3:30 p. m., in the 
Statler Hotel, Detroit. Present were Drs. Cook 
of Flint; T. F. Heavenrich of Port Huron; 
C. E. Boys of Kalamazoo; A. S. Brunk and 
H. R. Carstens of Detroit; and F. E. Reeder 
of Flint. Also present were President Grover 
C. Penberthy, Secretary C. T. Ekelund, Treas- 
urer Wm. A. Hyland, Editor James H. Demp- 
ster, L. Fernald Foster, Chairman of Public 
Relations Committee, and Executive Secretary 
Wm. J. Burns. 


2. Minutes—The minutes of the Third Session of 
The Council meeting of January 16, 1936, were 
read. Item 36 relative to sending Committee 
report on Army Medical Corps to members of 
Congress in Washington was discussed; motion 
of Drs. Heavenrich-Boys that the Secretary be 
directed to mail a copy of the resolutions as 
approved to each member of Congress in Wash- 
ington. Carried unanimously. Motion of Drs. 
Carstens-Heavenrich that the minutes as read 
be approved. Carried unanimously. 


3. Councilor for Eighth District—President Pen- 
berthy announced the resignation of Dr. Julius 
Powers as Councilor of the Eighth District, due 
to illness. He appointed Dr. Wm. E. Barstow 
of St. Louis, Michigan, as Councilor of that 
District to fill the unexpired term of Dr. 


Powers, to the Annual Meeting of September, 
1937. 


4. Practice of Medicine, Osteopathy, etc—A _ re- 
port from Attorney Herbert V. Barbour was 
read stating that no change had been made in 
the osteopathic litigation in Wayne County as 
Judge Vincent M. Brennan was away on a vaca- 
tion and as yet has rendered no opinion. 


5. Medico-Legal.—Secretary Ekelund reported that 
he had written Berrien County re its resolution 
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on payment of Medico-Legal dues for 1936, 
but had received no reply. Dr. Boys reported 
that he also had written this County Medical 
Society fully explaining the importance of 
Medico-Legal defense, but had received no 
reply. 


Brief on Socialization of Medicine.—The Brief 
on Socialization of Medicine recommended by 
the PRC for debate purposes was outlined. 
Motion of Drs. Boys-Heavenrich that this be 
completed, printed, and dispensed to the med- 
ical profession of Michigan, following  sub- 
mission to the Medical Economics Committee 
and to the Public Relations Committee, and 
reference back to the Executive Committee of 
The Council later, and after approval by the 
A. M. A. Carried unanimously. 

A. M. A. Booklets on Socialization of Medicine. 
—The need for supplying information as devel- 
oped by the A. M. A. on the socialization of 
medicine to high schools, colleges, public libra- 
ries, Y.M.C.A.’s, Y.W.C.A.’s, to influential citi- 
zens, legislators, to some on the lists of the 
Extension Division was explained by Dr. Foster 
for the Public Relations Committee. Motion 
of Drs. Carstens-Boys that the Secretary be 
authorized to send packages of literature (21 
booklets in each) to various individuals, groups, 
and organizations as found necessary, same to 
be accompanied by a letter as developed and 
read by the Executive Secretary. Carried unan- 
imously. It was brought out that the print- 
ing of these booklets for the 1,000 packages 
received by the M.S.M.S. cost the A. M. A. 
approximately $2,800 and that this literature had 
been donated to the M.S.M.S. The Executive 
Committee placed a vote of thanks to the 
A. M. A. in its minutes. 


Treasurer's Report—Dr. Hyland presented three 
matters for consideration, which report was 
approved. 

Condition of Bonds—The Chairman of the 
Finance Committee, Dr. Carstens, reported on 
the excellent condition of the bonds of the 
M.S.M.S.; they are in favorable position and 
have done very well, especially when one con- 
siders the sad personal experiences of many in- 
dividuals who were in the bond market during 
the past six or seven years. The officers of the 
M.S.M.S. who selected the bonds owned by the 
M.S.M.S. are to be congratulated and thanked, 
Dr. Carstens stated. 


Report of Subcommittee on Relief Medicine.— 
Dr. Insley reported for his Committee, present- 
ing results of the survey made on the afflicted- 
crippled child law costs. The findings and de- 
ductions from the statistics are not ready as yet. 
The Subcommittee asked the Executive Commit- 
tee of The Council for advice relative to a 
program for border-line cases; is the Subcom- 
mittee to try to work out a program for border- 
line cases based on the principles adopted by 
the House of Delegates of the M.S.M.S. last 
September for indigents? The problem is acute 
due to the great increase in afflicted child cases, 
afflicted adult cases, and WPA cases. Full dis- 
cussion. The Subcommittee on Relief Medicine 
was requested to continue its surveys and find- 
ings, and refer same to the Executive Com- 
mittee of The Council at a later date. 


American Foundation Studies in Government.— 
The Executive Secretary, at the request of Dr. 
Pino, presented a letter from Miss Lape of the 
Foundation asking about action of the M.S.\M.S. 
House of Delegates re Mutual Health Service 
Plan of 1934. The Executive Secretary was in- 
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structed to send a transcript of the action of the 
House of Delegates regarding this plan. 


Infirmary Hospital in Iron County—Dr. W. A. 
Manthei’s report on Iron County Infirmary 
Hospital was read, and a copy was ordered sent 
to the Crippled Children Commission for its 
information. Dr. Manthei was thanked for his 
help. 

The Executive Secretary reported on the Crip- 
pled Children Commission’s resolution of Feb- 
ruary 20: “That in any case where there are 
payments made for a committed State patient, 
through parent or guardian (referring to 
afflicted-crippled children cases) that the reim- 
bursement to the State shall be paid in full be- 
fore any additional payments are made to the 
hospital or to the physicians.” 


Annual Mecting—The Executive Committee 
considered plans for the Annual Meeting and, 
after full discussion, a motion was made by 
Drs. Boys-Reeder that the next Annual Meet- 
ing be held the week of September 20, 1936. 
Carried unanimously. Motion of Drs. Heaven- 
rich-Boys that the exact dates shall be Sep- 
tember 21, 22, 23, 24, 1936. Carried unanimously. 
The Executive Secretary displayed the floor 
plan of exhibits, both technical and scientific, 
and reported progress on invitations to exhibi- 
tors and on the various details connected with 
the approaching meeting being worked out by 
the President, the Secretary, and the Executive 
Secretary. 


Maternal Health—The Executive Secretary 
asked advice. about answering requests for in- 
formation on this subject. He was instructed 
to refer all inquirers to their family physicians. 
Recommendation was made to Secretary Eke- 
lund that he suggest to the larger county med- 
ical societies in his Secretary’s letter that they 
develop plans for Mother’s Day, such as radio 
talks, addresses to lay groups, etc., etc. 


Memberships ——The matter of sending member- 
ship certificates each year to Honorary and 
Emeritus members was discussed, and on 
motion of Drs. Boys-Reeder was ordered done 
in 1936 and subsequent years. Carried unani- 
mously. 


. Approval of Bills —Miscellaneous bills, for the 


month of February, were presented by the Exec- 
utive Secretary at the request of the Chairman 
of the Finance Committee, and on motion of 
Drs. Carstens-Boys were ordered paid. Car- 
ried unanimously. 


Appointment to Medico-Legal Committee.— 
The President announced the resignation of Dr. 
F. B. Miner, Flint, from the Medico-Legal 
Committee, and his appointment of Dr. I. W. 
Greene of Owosso to fill this vacancy. This 
appointment was approved, on motion of Drs. 
Carstens-Boys. Carried unanimously. 


Mail Order Practice—The alleged mail order 
practice of a certain physician was reported to 
the Executive Committee. The full corre- 
spondence was read. Discussion. Motion of 
Drs. Carstens-Reeder that, in accordance with 
Chapter 9, Section 3, of the By-Laws of the 
M.S.M.S. this matter be referred to the County 
Medical Society for information, investigation, 
and full report and advice on action desired of 
the State Society. Carried unanimously. 


Cancer Committee Publicity.—A letter of thanks 
was ordered sent to the Cancer Committee of 
the M.S.M.S. to the Detroit News, and to Mr. 
\. M. Smith for the excellent articles on Cancer 
recently published in the Detroit News. 


Aprit., 1936 





19. Adjournment.—The Chair thanked all for their 
attendance and good advice on these many im- 


portant items, and adjourned the meeting at 
11:10 p. m. 





MINUTES OF MEETING OF 
LEGISLATIVE COMMITTEE 


Wednesday, March 17, 1936 


1. Roll Call—The meeting was called to order 
by Dr. H. H. Cummings, Chairman, at 7:25 P. M., 
in the Wayne County Medical Society Building, 
Detroit. Present were: Dr. Cummings of Ann Ar- 
bor, Dr. L. G. Christian of Lansing, Dr. L. a, 
Gariepy of Detroit. Also present were: Drs. James 
H. Dempster and S. W. Insley of Detroit, and 
Executive Secretary Wm. J. Burns. Absent were: 
Dr. F. B. Burke of Detroit, Dr. Henry Cook of 
Flint, Dr. H. E. Perry of Newberry, and Dr. C. F. 
Snapp of Grand Rapids. 


2. Minutes—The minutes of the meeting of Feb- 
ruary 12, 1936, were read and approved. 


3. The subcommittees reported on their several 
activities and the reports were accepted. 


4. Barbituric Acid Bill—The Executive Secretary 
reported on a bill covering barbituric acids, intro- 
duced into the Michigan Legislature in 1935. 


5. Advertising Eye Specialists—Dr. Burke was not 
present, so report on action of Wayne County Medi- 
cal Society Board of Trustees, February 13, 1936, 
meeting, was postponed until the April meeting of 
the Legislative Committee. . 


6. Afflicted-Crippled Persons’ Laws.—Dr. Gariepy 
reported on activities of special committee which is 
studying recodification of these laws. 

A report was given, showing that the total amount 
of sales tax collected from sale of drugs, cosmetics, 
etc., to June, 1934, was $1,200,000; the estimate for 
1935 is $1,320,000; the estimate for 1936 is $1,500,000 
—which is far short of the amount required for the 
care of the crippled and afflicted child. Earmarking 
may be possible under the law, but it is believed no 
legislature or Governor would lay themselves open 
to such a precedent. This report was accepted and 
placed on file. 


7. Relief Medicine—Dr. S. W. Insley gave a 
report on the work of his Sub-committee on Relief 
Medicine. He stated that it is trying to present 
findings in relation to the ERA, the afflicted-crippled 
child laws, the Social Security Act, etc., so that any 
proposal made by the Sub-committee will fit the en- 
tire picture. Discussion brought out the necessity 
for recodification of the State Welfare laws. 


8. Adjournment——The Chair thanked all for their 


attendance and help, and adjourned the meeting at 
10:30 P. M. 





MINUTES OF MEETING OF THE 
PUBLIC RELATIONS COMMITTEE 
March 18, 1936. 


1. Roll Call—The meeting was called to order 
by Dr. L. Fernald Foster, Chairman, at 3:08 P. M., 
in the Hotel Olds, Lansing, Michigan. Present were 
Drs. L. Fernald Foster of Bay City, F. T. Andrews 
of Kalamazoo, E. I. Carr of Lansing, R. H. Holmes 
of Muskegon, F. B. Miner of Flint, P. A. Riley of 
Jackson, A. V. Wenger of Grand Rapids, and A. H. 
Whittaker of Detroit. Also present were Drs. Gro- 
ver C. Penberthy, President, Detroit; C. T. Eke- 
lund of Pontiac, Henry Cook of Flint, H. H. Cum- 
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mings of Ann Arbor, I. W. Greene of Owosso, T. 
K. Gruber of Eloise, S. W. Insley of Detroit, F. E. 
Reeder of Flint, and Executive Secretary Wm. J 
Burns. Absent was Dr. J. J. Walch of Escanaba. 


2. Minutes—The minutes of February 16 were 
dispensed with on motion of Drs. Andrews-Carr. 
Carried. 


3. (a) Report of PRC Members—Each member 
reported on his work with integration of the filter 
system in his district. 

(b) Criticism of Filter System—Dr. Foster re- 
ported on adverse criticism of the filter system 
given by the director of a certain group of hospitals 
in Michigan. This was fully discussed. 


4. (a) Afflicted-Crippled Child Laws Problems.— 
The Executive Secretary reported on the number of 
commitments during the last four months for af- 
flicted children; on the Resolution of the Crippled 
Children Commission, made February 20, 1936, re- 
storing Schedules A, B, C, D as of April 1, 1936; 
on its action of March 9, reiterating revival of these 
Schedules during April, May, June, 1936, for the 
purpose of trying out the filter system, the approval 
of this plan by the State Administrative Board, but 
its veto by the Governor on March 10. General dis- 
cussion brought out the fact that any break-down 
of the filter system was due to inadequate economic 
investigations, and the undue enthusiasm of profes- 
sional and amateur social workers in increasing the 
case load, and not because of any inadequacy of 
the medical filter. Dr. Cummings reported on the 
Wayne County cases which had been refused by 
the medical filter but subsequently were passed by 
the economic filter and received medical care at 
State expense. Motion of Dr. Carr, seconded by 
several, that this situation be reported to the Chair- 
man (Judge McAvinchey) of the Michigan Probate 
Judges Association Committee, and to the PRC of 
the Wayne County Medical Society, with the view 
to correcting faulty economic filters. Carried unani- 
mously. It was further recommended that this in- 
formation should be passed on to the Governor and 
the Budget Director of the State. Report was 
given that the Governor, on March 17, 1936, recom- 
mended to the Commission that the hospital rates be 
cut 12 per cent off Schedules B and D, and that the 
physicians’ compensation be cut 50 per cent off 
Schedules A and C. Dr. Cook stated that some 
decision must be made by the profession; it is im- 
portant that the State cuts down its practice of med- 
icine—this principle is more important than the fees. 
Full discussion resulted in the matter being referred 
to the Executive Committee of The Council. 


(b) Meeting with Probate Judges—Report was 
given on excellent joint meeting of the Bay County 
Medical Society and the probate judges of the 
northeast portion of Michigan. 


(c) Letters from Probate Judges.—Chairman Fos- 
ter presented 35 letters from probate -judges, com- 
menting on the work of the filter system in various 
counties of the State. 


(d) “Urgency” and “Necessity.” —Specifications 
of “urgency” and “necessity” were discussed by the 
Committee at length. Motion of Drs. Holmes-Carr 
that the PRC recommends multiple medical boards 
so that the majority opinion of the board would 
decide on the urgency and necessity of the cases 
presented to it. Carried unanimously. 


5. Brochures Against Socialization of Medicine. — 
The Brief prepared at the request of the PRC for 
the information of physicians in connection with 
the debates on this subject was presented and read 
from cover to cover, word for word. Various cor- 
rections were made. Motion of Drs. Whittaker- 
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Andrews that the Brief as offered and corrected be 
adopted. Carried unanimously. 


6. Adjournment.—Due to the lateness of the hour, 
other items on the agenda were deferred to the 
next meeting, called by Dr. Foster for April 8 The . 
Chairman thanked the members and guests for their 
roe a and help, and adjourned the meeting at 
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HURON-SANILAC 


The following officers were elected for the com- 
ing year: President, W. J. Herrington, M.D., Bad 
Axe; vice president, F. O. Kirker, M.D., Snover; 
secretary-treasurer, C. W. Oakes, M.D., Harbor 
Beach. 








INGHAM COUNTY 
Annual Clinic 


The Annual Clinic of the Ingham County Medi- 
cal Society will be held in the Olds Hotel, Lansing, 
on Thursday, April 23, 1936. 

The scientific program will begin at 1:30 P. M. 
Following are the guest speakers and their subjects. 


1. Louis G. Herrmann, M.D., University of Cin- 
cinnati, Cincinnati, Ohio—“New Methods of 
Treatment of Endarteritis and other Vascu- 
lar Diseases of the Extremities.” 

2. James G. Carr, M.D., Northwestern University, 
Chicago, Illinois—“Prognosis in Heart Dis- 
ease.” 

3. Loyal Davis, M.D., Northwestern University, 
Chicago, Illinois—“Treatment of Wounds 
Involving the Peripheral Nerves.” 

4. Russell L. Haden, M.D., Cleveland Clinic, 
Cleveland, Ohio—“Blood Dyscrasias.” 


A social hour will be held at 5:00 P. M. in the 
Lansing City Club in the Olds Hotel. Dinner will be 
served at 6:30 P. M. 

Clay R. Murray, M.D., Columbia University, New 
York, will give the address of the evening: “Am- 
bulatory Treatment of Fractures.” 

All members of the Michigan State Medical So- 
ciety are cordially invited to attend this interesting 
clinic, as guests of the Ingham County Medical So- 
ciety. No registration fee. 





NORTHERN MICHIGAN 


The regular meeting of the Northern Michigan 
Medical Society was held at the Perry Hotel, Pe- 
toskey, February 13, 1936. Due to the stormy 
weather, the attendance was very small and so the 
president dispensed with the regular business and 
a round table discussion of various topics was held. 
Dr. Armstrong gave a very interesting account of 
the experiences of the fishermen and coast guards- 
men in their attempts to save the lives of the various 
men involved. Dr. McMillan also told of his treat- 
ment of the coast guardsmen involved in the rescue. 
Drs. Van Leuven and Mast of Petoskey were ap- 
pointed on the Program Committee for March. 

The March meeting of the society was held at 
the Perry Hotel, Petoskey, on the twelfth. The 
meeting was called to order by President Engle. 
Correspondence was read and reports of committees 
were heard. Dr. Van Leuven and Dr. Mast then 
Presented two cases for discussion and comment: 
Post-influential encephalitis and Henoch’s purpura. 
An interesting hour was spent in the discussion of 
these cases. Dr. Mayne was appointed on the Pro- 
gram Committee for April. 


Ervin J. Brenner, M.D., Secretary. 





WASHTENAW COUNTY 


A regular meeting of the Washtenaw County 
edical Society was convened at the Michigan 
Union at 6 P. M., Tuesday, February 11, 1936. Dr. 
. H. Cummings presided in the absence of Presi- 
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dent Miller and Vice President Bell. Dinner was 
served to sixty-seven members. Eighty-seven at- 
tended the program which followed. 

The minutes of the meeting of ‘January 14 were 
approved as printed on the program. 

Dr. W. J. Wright of the Board of Censors re- 
ported the applications of the following qualified 
physicians: A. A. Palmer, Chelsea; Sherwood B. 
Winslow, University Hospital; E. Thurston Thieme, 
University Hospital; H. B. Rothbart, University 
Hospital; Louise Schnute, University Hospital. 

The report of the Board of Censors was accepted 
and the applicants elected to membership. Dr. John 
Wessinger, chairman of a Committee on Resolutions, 
presented a resolution concerning the late Dr. Louis 
Rominger. This resolution was adopted unanimous- 
ly. Dr. John S. DeTar, chairman of Public Rela- 
tions Committee, gave a progress report and urged 
members to discuss the problems of the care of in- 
digent in the county among themselves and with 
members of the committee before the next meeting 
of the Society. 

Dr. Cummings presented a suitably engraved rose- 
wood gavel to Dr. O. R. Yoder as a token of ap- 
preciation of his administration as president of the 
Society during the year 1935 and of admiration of 
his qualities as physician and fellow-man. 

A group of excellent papers on Pneumonia were 
read. Dr. Mark Marshall acted as chairman of 
the symposium. Dr. A. C. Curtis discussed “Newer 
Developments in Treatment.” Dr. George Muehlig 
presented “Complications of Pneumonia” and Dr. 
Marshall concluded with “Prognosis.” Dr. D. M. 
Cowie and Dr. Raphael Isaacs discussed the papers. 


JoHN V. Fopeano, Secretary. 





THE WASHTENAW COUNTY 
MEDICAL FILTER SYSTEM 


1. In accordance with an agreement made by the 
Michigan State Medical Society with the State Pro- 
bate Judges’ Association, the Crippled Children 
Commission, and the Michigan Hospital Association, 
the Washtenaw County Medical Society hereby of- 
fers the Judge of Probate the assistance of the 
profession through the medium of a medical exam- 
ining board, in determining the need for hospitaliz- 
ation of indigent afflicted and crippled children un- 
der State Acts 274 and 236, as amended. 


2. This examining group, to be known as the 
Medical Filter Board, shall consist of three or more 
physicians chosen from members of the Washtenaw 
County Medical Society who have indicated a will- 
ingness to serve. For the present, the term of 
service on the Board shall be six weeks, the terms 
being so arranged that one new examiner shall start 
every two weeks. The first Board, then, shall have 
one physician serving two weeks, one serving four 
weeks, and one the full six weeks’ period. Members 
shall be appointed to the Board by the President, 
upon recommendation of the Public Relations Com- 
mittee, all appointments to be approved by the 
Society. 


3. There shall also be a Consulting Board, con- 
sisting of physicians, members of the Washtenaw 
County Medical Society, who limit their practices 
to the specialties, and who indicate a willingness to 
serve on such a Board. Opinion as to the necessity 
for hospitalization under the statutes may be asked 
of one or more members of this Consulting Board 
by the Medical Filter Board, in the manner herein- 
after described. 


4. The activities of the Medical Filter Board and 
the Consulting Board shall be directed toward de- 
termining the need for hospitalization and for spe- 
cialized medical treatment, their sole aim being to 


279 





COUNTY SOCIETIES 


render medical opinion for the guidance of the 
Judge of Probate. 


5. Care of afflicted and crippled children under 
Acts 274 and 236 is restricted to the time of hos- 
pitalization. The hospitals in which these cases may 
be cared for are determined by the Crippled Chil- 
dren Commission. 


Plan of Operation of the 
Medical Filter System 


1. The Medical Filter Board shall meet once 
weekly, at 9 A. M. of each Friday morning, or at 
some other prearranged time, in the examining 
rooms designated by the Probate Court for the pur- 
pose of examining cases referred for examination 
by the Court. All physicians, and all other, agencies 
interested in securing hospitalization of cases under 
the above Acts, must first refer said cases to the 
Probate Court, as examinations by the Board shall 
be made only on order by the Court. The Court 
will refer for examination only those cases which 
have passed the Economic Filter set up by the 
Court. 


2. Patients shall bring to the examining rooms, 
the standard court form, No. 9532, filled out in 
duplicate, indicating provisional diagnosis and reason 
for hospitalization. After examination, the patient 
shall be returned to the Probate Court, along with 
recommendations of the Board. The original copy 
shall be sent to the Court, and the duplicate kept 
in the files of the Medical Filter Board. 


3. If, in the opinion of the Board, additional con- 
sultation is required before hospitalization, the 
patient shall be referred to a specialist who is a 
member of the Consulting Board. If there are sev- 
eral consultants in one specialty, cases shall be re- 
ferred to them in rotation, unless circumstances 
prevent. The patient shall take the standard court 
form, No. 9532, to the specialist, after the opinion 
of the Medical Filter Board has been added thereto. 
After examination, the specialist shall add his opin- 
ion for the guidance of the Judge of Probate, and 
return the patient to the Court with recommenda- 
tions. 


4. The Judge of Probate will then inform the 
physician who first referred the case whether or 
not hospitalization has been ordered by the Court. 
It is agreed between the Judge of Probate and 
the Washtenaw County Medical Society that each 
case is to be returned to the original referring phy- 
sician, for him to arrange for hospitalization. 


5. In emergency cases, hospitalized before autho- 
rization by the Court, the Court assumes no re- 
sponsibility for the payment of hospital or phy- 
sicians’ bills until economic and medical investiga- 
tion has been made. The physician and _ hospital 
caring for an emergency case, therefore, do so with 
this understanding. The Probate Court should be 
notified by telephone of every emergency hospital 
admission as soon as possible, and the standard 
Probate Court Physicians’ Certificate forwarded to 
the Court. Whenever possible, case records, x-rays 
of fracture cases, and pathological reports on tis- 
sues excised in emergency operations, should be 
submitted for the assistance of the Medical Filter 
Board. 


6. The policies of the Medical Filter Board shall 
be determined by the Washtenaw County Medical 
Society. The plan of operation may be amended at 
any regular meeting by a majority vote therefor, 
provided that such amendment has been read in open 
session at the preceding regular meeting and a copy 
of the same has been sent to each member by the 
Secretary, ten days in advance of the meeting at 
which final action is to be taken. 
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AMERICAN ASSOCIATION ON 
MENTAL DEFICIENCY MEETS 


The American Association on Mental Deficiency 
composed of some 500 educators, psychologists, so- 
ciologists, and psychiatrists is holding its sixtieth 
annual meeting at the Hotel Jefferson, St. Louis, 
Mo., on May 1, 2, 3 and 4. The Friday sessions will 
be devoted to General and Sociological aspects of 
mental deficiency; the Saturday sessions to Psycho- 
logical and Educational topics with special stress on 
Educational Disabilities. The Monday sessions will 
be given over to Research Activities, Medical As- 
pects and Administrative Problems in mental de- 
ficiency. Everyone interested in the mentally de- 
fective or retarded child is cordially invited to at- 
tend these sessions. The complete program may be 
obtained from the Secretary, Dr. Groves B. Smith, 
Godfrey, Illinois. 





MEDICAL PERIODICAL 
LITERATURE 


The manner of presentation of medical thought is 
a subject that interests the editors of medical pe- 
riodicals at all times. It ought equally to interest 
those who prepare articles for periodicals. Writing 
for publication is not easy, nor, in most cases, does 
it come naturally. Even if it is a gift, that gift 
can be cultivated. The position of an editor, like that 
of Gilbert and Sullivan’s policeman, “is not a happy 
one,” at least not always! He feels impelled to 
make certain changes in a manuscript, the reasons 
for which are not understood by the writers, and 
so may give offense. While it is true that editors 
exist for the purpose of editing, their task could 
be rendered easier by attention to certain points on 
the part of the contributor. Much might be said 
on this subject, but we wish at the moment to direct 
attention to certain phases of it only. 


The first desideratum in a medical paper is that 
the author should have something to say that is 
worth while. His paper should embody some ad- 
vance in knowledge, some new discovery, some 
clinical experience, some unusual case. A paper of 
the “arm-chair” variety, while it may have value 
under certain circumstances, rarely deserves to be 
embalmed in the pages of a medical journal. 


Titles should not be too lengthy. In the Middle 
Ages, and even later, titles frequently amounted to 
an epitome of the book. In the cases of medical 
monographs one wonders sometimes whether it was 
necessary to append the article. A summary at 
the end will meet the requirements. A title, though 
brief, may yet convey clearly the subject under dis- 
cussion. Remember, the title is to be indexed. If 
it is not properly expressive the paper concerned 
might as well be consigned to oblivion. 


Further, we deprecate the practice of writing in a 
“telegraphic” style. This may be all right in a 
hospital case report, but is not all right in a medical 
periodical that has any pretensions. Leaving out 
the definite article is the most flagrant example 0 
this fault. Do not take the daily newspapers as 
your model. 


We ask our prospective contributors to think on 
these things. And remember, oh remember, to double 
space your articles—Canadian Medical Association 
Journal. 


Jour. M.S.MS. 
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Mrs K. H. Lowe 
Secretary-Treasurer Woman’s Auxiliary 
of the Michigan State Medical Society 


Dear County Presidents and Auxiliary Members: 


The mid-year meeting of our executive board 
was held at the Hotel Statler, in Detroit, Saturday 
morning, February 15. Six members of the board 
were present, and two county presidents, Mrs. Wm. 
Dugan, of Battle Creek, and Mrs. Frank Hartman, 
of Detroit. 

There was quite a full discussion of the financial 
condition of our organization, and the revision chair- 
man, Mrs. J. H. Dempster, was instructed to draw 
up some changes in the by-laws; these to be pre- 
sented to the general assembly at the annual con- 
vention in September. We are still operating on 
the reduced income instituted as a “depression” 
measure, and no immediate change in this regard is 
anticipated. 

Our organization chairman, Mrs. J. A. McLan- 
dress, submitted an encouraging report of one new 
auxiliary unit already formed, and others in the 
course of organization. There has been much ac- 
tivity in the way of correspondence in this depart- 
ment during the year. 

Mrs. L. O. Geib gave a report of the recent sur- 
vey conducted by the Public Relations department 
to ascertain the strength of auxiliary influence in 
lay organizations. While the response from all units 
was not complete, the information received showed 
that our members are very active in a wide range 
of civic and social enterprises. In this fact lies our 
greatest strength, i.e., the formation of public opin- 
lon, and the correction of false impressions con- 
cerning the aims of public health service, and the 
Problems and ideals of the medical profession. 

There has been better codperation this year than 
before in the use of our auxiliary pages of THE 
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JoURNAL OF THE MICHIGAN STATE MEDICAL SOCIETY, 
but Mrs. L. C. Harvie, press chairman, feels that 
still the whole story is not being told. She again 
urges that all items of interest concerning meetings, 
activities, and projects of the various county units 
be sent in promptly. 

After routine reports the meeting adjourned and 
the members joined the Wayne County Auxiliary 
in the subscription luncheon, at which the speaker 
for the afternoon, Dr. Lawrence A. Pomeroy, of 
Cleveland, was a guest. 

Our next important activity is the national con- 
vention in Kansas City, Mo., May 11-15. It is to 
be hoped that Michigan will have a full represen- 
tation at that meeting. 

Sincerely, 
(Mrs. A. M.) Lean M. Grpprncs 





County News 


Calhoun County.—The Werstein Memorial Nurses’ 
Home, at Leila Hospital, was the scene Tuesday 
evening, March 3, of one of the most delightful 
social affairs of the season, when wives of the doc- 
tors of Calhoun County were guests at a 6:30 dinner 
given by Leila Hospital. 

In stressing “service” as the keynote of his ad- 
dress, the Rev. Carleton Brooks Miller, of the First 
Congregational Church, who was the special speaker 
and guest of the evening, traced the early struggle 
of Leila Hospital, what it had accomplished during 
its few years of existence, and brought out just what 
the hospital now means to the community. The 
Rev. Mr. Miller urged the women to continue their 
service in the worthy work which they are doing 
for both hospitals in the city. j 

In closing, he said that, through the auxiliary to 
the Calhoun County Medical society, the Sisters of 


Mercy of Leila Hospital were inviting the women 


of Calhoun County at large, regardless of creed or 
affiliation, to become associated for the main purpose 
of = and thus form an auxiliary to Leila Hos- 
pital. 

Mr. Miller was introduced by Mrs. Wm. M. 
Dugan, president of the Calhoun County auxiliary, 
and after his talk, Mrs. M. Phillipson, of Dowagiac, 
who was also a special guest of the evening, was 
introduced by Mrs. Dugan. Mrs. Phillipson gave 
interesting data concerning the work being accom- 
plished by the hospital auxiliary in Dowagiac, stress- 
ing that with a membership of 225. the auxiliary had 
already raised $20,000 for its hospital and was de- 
veloping a small private hospital into one of the 
well equipped hospitals of the county. 

Mrs. A. M. Giddings, state president of the auxil- 
iary to the Medical Society, spoke, announcing that 
this district may be the first in the country in the 
distribution of Hygeia. The magazine has _ been 
placed in all rural and community schools in the 
county. 

Mrs. H. M. Lowe, chairman of maternity kits, 
announced that during the past year more than 500 
maternity kits had been made and distributed by the 
auxiliary. 

A program of musical numbers was given by the 
nurses, which was greatly enjoyed by the members. 

Lots M. Upson, 
Press Chairman. 
x Ok Ox 

Kalamazoo County.—Mrs. S. W. Robinson, Benja- 
min Avenue, entertained members of the Women’s 
Auxiliary, Academy of Medicine, at a cooperative 
dinner Tuesday evening in the White Cross House, 
Bronson Hospital. Covers were laid for twenty- 
seven and potted plants were used decoratively. 

After dinner, Mrs. Robinson took members on a 
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tour of the house and explained the use being made 
of it. The later evening was spent informally. Mrs. 
Robinson was assisted by Mrs. Leo. Westcott, Mrs. 
W. O. Jennings, and Mrs. W. D. Irwin. 
Witma G. DoYLe, 
Press Chairman. 
x *k x 


Saginaw County.—The “Bring-Your-Husband Din- 
ner,” held early in February, took the place of the 
regular monthly meeting of the Auxiliary to the 
Saginaw County Medical Society. 

However, members of this unit have been active 
during the month in spreading the health gospel. 
At a meeting of one of the women’s clubs, a paper 
was given by an auxiliary member on “The Wisdom 
of the Body,” and members of the Medical Auxil- 
iary, who are also members of this club, brought 
interesting articles for exhibition, among which were 
specimens of various natures, x-ray films and colored 
plates in a lighted cabinet. Much interest was shown 
by the laity. Also exhibited were pamphlets put out 
by the A. M. A., on “Patent Medicines,” et cetera. 


Detta A. HARvIE, 
Press Chairman. 


* * 


Wayne County.—Three outstanding events have 
been sponsored recently by the Woman’s Auxiliary 
to the Wayne County Medical Society. On January 
10 at the Statler Hotel, Dr. Samuel Gordon, secre- 
tary of the Council on Dental Therapeutics of the 
American Dental Association, spoke under the direc- 
tion of the Public Relations Committee of which 
Mrs. Frederick T. Munson is chairman. Dr. Gor- 
don discussed “Paying through the Teeth,” and this 
was an open meeting since it is the policy of the 
Auxiliary to contact the public with three lectures 
each year on timely subjects. A subscription lunch- 
eon honoring the speaker preceded the talk, at which 
time officers of the newly organized Dental Auxil- 
iary were also introduced. 

The second of the series with Dr. L. A. Pomeroy 
of Cleveland, member of the American Society for 
the Control of Cancer, speaker, was held February 
15. A group from the Executive Board of the 
State Auxiliary with the speaker were honor guests 
at a similar luncheon preceding the meeting. At 
each session a Hygeia exhibit was displayed. 

The third annual Arts and Crafts Exhibit was 
held March 8-13 inclusive under the direction of 
Mrs. James H. Dempster, Art Chairman, with Mrs. 
Milton Vokes, co-chairman. Any member of the 
Wayne County Medical Society or member of his 
family was urged to exhibit his handicraft and the 
results as displayed were most gratifying. On Sun- 
day from three to six, a tea was given with Dr. 
Wilfrid Taylor Dempster of the University of Mich- 
igan faculty giving an illustrated talk on “The De- 
velopment of Medical Illustrating” in which he 
traced the crude illustrations of the early ages down 
to the well developed technic of the present day. 
Mrs. Jack Agins was in charge of the music fur- 
nished by a string ensemble from the Doctors’ Sym- 
phony Orchestra and tea and a social hour followed. 

Friday, the regular meeting day of the Auxiliary 
as well as the final day of the exhibit, featured a 
reception to between sixty and seventy new members 
at which time Paul Honore, well known Detroit 
artist, discussed “Laity Looks at Art.” Music and 
tea concluded the afternoon’s program. 

The Auxiliary takes pride in announcing that 
they have put a subscription to Hygeia in more than 
335 schools in the metropolitan area. 


WINOGENE E. DARLING, 
Press Chairman. 
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NOT SO KAKAPHONIOUS 


To the Editor of the 
Michigan State Medical Society: 


In the current medical literature the word “hypo- 
physectomized” is used quite frequently, and is such 
an awkward word to pronounce that it occurred to 
me the word “pitectomized” would be more eupho- 
nious and time-saving in writing. What think you? 


—Reader. 





February 28, 1936. 
“CALIFORNIA DOINGS” 


Editor Dempster: 


Agreeable to the promise made to you in Novem- 
ber to send you a report from time to time I am 
embracing this, my first opportunity to send you a 
few comments on our Medical Association activi- 
ties. 


I have just completed visiting every county unit, 
attending a regular meeting of each county society. 
This entailed train and auto travel of some 23,000 
miles in a period of twelve months. These visits 
were made for the purpose of becoming oriented, 
ascertaining local conditions and problems and pre- 
senting to our members the policies and objectives 
of the State Association. The values of these visits 
is becoming apparent in awakened interest on the 
part of county societies, individual members and 
local committees. The year 1935 closed with a net 
gain of 333 members, bringing our total to 5,402 
members. This number represents 83.3 per cent of 
the licensed physicians and surgeons in the state eli- 
gible for membership. We are well on our way 
toward attaining our 1936 goal of 6,000 members. 
It has been a delightful experience to meet these 
splendid men and to survey their environments. I 
could narrate at length most interesting facts that 
would give insight to these medical men and their 
ideals and standards. Space will not permit, hence 
for this time I quote a paragraph from a letter of 
Dr. Richard R. Smith of Grand Rapids following 
a recent visit during which he took the time to peer 
behind our scenes: 

“After leaving San Francisco Mrs. Smith and I went to 
Southern California, gaining impressions of the country in 
general and medical conditions in particular. Incidentally, 
we met a great many old friends and had a thoroughly en- 
joyable and profitable time. I came home with renewed 
and fresh impressions of the excellence of the profession 
out there. Certainly your standards are as high as any in 
the country and far better than in most parts of the 
country, and I think all of you there can be well satisfied 
with what you are doing. There is a certain newness and 
freshness, a tendency to break away from restricting tradi- 
tions, and an enterprising spirit which is very apparent to 
one who visits California after a period of years.” 


I wish that it were possible to describe in detail 
all of our Association activities. That also is im- 
possible on account of space. I must be content to 
simply record a few of the outstanding features. 


1. Secured a Court of Appeals sustaining order 
granting an injunction restraining county supervisors 
from admitting to county hospitals persons who are 
not indigent. 


2. Secured, on appeal, ruling from a higher court 
that the practice of medicine by corporations is il 
legal. 


Jour. M.S.M.S. 
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3. Initiated action and presented arguments and 
briefs to declare that the administering of an anes- 
thetic constituted the practice of medicine and that 
none but a licensed physician and surgeon can ad- 
minister an anesthetic. We are awaiting the court’s 
decision. If this principle could be universally es- 
tablished, physicians would be attracted to this spe- 
cial field, for lay and nurse competition would be 
removed. 


4. Assumed responsibility and direction of a Hall 
of Medical Science at the San Diego Exposition 
that opened February 12 and closes September 9. 
This building with its 22,000 square feet of exhibit 
space contains state and national exhibits on scien- 
tific medical subjects designed to impart to the sev- 
eral million exposition visitors dependable informa- 
tion upon the problems of public health and private 
health. 


Incidentally, our Association has assumed direc- 
tion and administration of the Hall of Medical Sci- 
ence that will be built for the San Francisco Exposi- 
tion two years hence. 


5. Initiated a state-wide program of post-grad- 
uate conferences for our members. 


6. Protection against malpractice suits has be- 
come a serious problem. There has been a 300 per 
cent increase in the number of suits filed. Insur- 
ance Companies’ policy premiums are 100 to 150 per 
cent higher than in Michigan. An insurance broker 
has been retained and plans are being made to rec- 
tify the situation. These will be reported on at our 
Annual Meeting in May. 


7. Initiated a program of Public Health Insti- 
tutes to be conducted throughout the State for the 
purpose of public education. 


8 The last legislature passed a law authorizing 
non-profit corporations to sell hospital insurance. 
The Association has enunciated the principle and 
adopted the policy that the examinations made in the 
x-ray laboratories as well as those of the patho- 
logical and physiotherapy departments were not a 
part of hospital care or service. It is further 
held that these services constitute the practice of 
medicine and therefore technicians and _ hospitals 
cannot provide these services under a hospital insur- 
ance policy, for to do so would constitute illegal 
practice by the technician and corporate practice on 
the part of insurance companies or hospitals. It is 
held that in the x-ray department highly dangerous 
radiant energy is employed and in the pathological 
department human tissue is penetrated, therefore 
these procedures should be under the immediate 
supervision of a licensed graduate in medicine. 


It is desirable that many eastern hospitals and 
medical organizations take a similar position and end 
illegal practices and inroads into the medical field 
by lay technicians and hospitals. That is a form of 
state medicine that is expanding and condoned, to 
Professional injury in many eastern localities and 
metropolitan centers. California’s profession has 
Clarified its policies in the position it holds in regard 
to this vital question. 


9. Our Annual Meeting will be held in Del Coro- 
nado, just across the Bay from San Diego, the week 
of May 24, 1936. The headquarters hotel, accom- 
modating 1,000 members, was all reserved by mem- 
bers on December Ist. San Diego affords ample 
facilities for the some 2,500 registrations that will 
be recorded. More about the Annual Meeting and 
Some of its unique features, if you wish, when the 
minutes of that Session are recorded. 


Aprit, 1936 
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10. Our four medical colleges afford splendid 
opportunity for our members to remain abreast of 
scientific progress. Special lectures and courses are 
frequently given. Faculty members gladly respond 
to invitations to appear on county and district pro- 
grams, thereby presenting meetings that are of 
exceptional value and interest. 


In closing, I must not fail to comment upon our 
weather. Though we had an “unusual” amount of 
rain, the rainy season is over. Its discomforts were 
trivial in comparison to your heavy fall of snow 
and zero temperatures. Days now are bright and 
sunny, verdant hills and trees in blossom bloom— 
windows are open—it’s balmy spring and delightful. 


With cordial greetings to all the members in 
Michigan, I am 
Sincerely, 
F. C. WaArNsHUIs. 
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Dr. Edwin M. Chauncey 


Dr. Edwin M. Chauncey of Albion died February 
20, 1936, at the Sheldon Memorial Hospital in 
Albion. Dr. Chauncey was born December 8, 1873, 
at Girard, Branch County, Michigan. He was a 
graduate of the University of Michigan Medical 
School. After graduation, he practiced at Girard 
where his father was also a physician, later-coming 
to Albion. The cause of his death was pneumonia. 

He was very active in civic affairs of his city. 
For many years he served on the Albion school 
board from 1926 to 1929. During the World War 
he was a lieutenant in the medical corps. Dr. 
Chauncey was a member of the Calhoun County 
Medical Society, the Michigan State and American 
Medical Associations. He is survived by his widow, 
Mrs. Myrtle Chauncey, and one son, Richard M. 
Chauncey of Detroit. 





Dr. A. M. Barrett 


Dr. Albert Moore Barrett, head of the department 
of psychiatry and director of the state psychopathic 
hospital, Ann Arbor, died April 2, 1936, at his home 
of a heart attack following an automobile accident 
when returning from Detroit. 

Dr. Barrett was born at Austin, Illinois, in 1871. 
He received his preliminary education at the Iowa 
State University, where he was graduated A.B. in 
1893, and received his M.D. in 1895. He was as- 
sistant physician and pathologist of the Independ- 
ence, Iowa, Hospital for the Insane in 1897-98, hold- 
ing a similar position, 1898-1901, in the Hospital for 
the Insane at Worcester, Massachusetts. He became 
assistant neuropathologist at Harvard Medical 
School in 1906. Prior to his appointment, he pur- 
sued post-graduate work at Heidelberg University. 
Dr. Barrett came to Ann Arbor in 1906 and had 
occupied the position as professor of psychiatry at 
the University of Michigan Medical School, up to 
the time of his death. Dr. Barrett was a member 
of the American Medical Association, the American 
Psychiatric Association, of which he was president 
in 1922, and the American Neurological Association. 
He was the author of numerous papers on psychi- 
atry. He is survived by his son, Edward B. Bar- 
rett, who graduated from the Law School, and 
by three sisters and a brother living on the Pacific 
Coast. 
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MICHIGAN’S DEPARTMENT OF HEALTH 


C. C. SLEMONS, M.D., 
LANSING, 


Approved Laboratories 

The Michigan Department of Health is required 
by statute to check the accuracy and dependability 
of laboratories making examinations in the control 
of communicable diseases. The following laborato- 


Name of Laboratory 


St. Joseph’s Mercy Hospital 
Univ. of Michigan Hospital 
a as & Bact. Laborator 
L. Y. Post Montgomery 
City Health Department 
Mercy Hospital 

Gamble Clinical 

Mercy Hospital 

Dearborn Clinical 

Ford Mtr. Co. Medical 

C. D. Brooks, M.D 

H. L. Clark Clinical 

Chas. Godwin Jennings Hospital 
Chenik Hospital 

Children’s Hospital 
Department of Health 
Detroit Endo. & Clinical 
Delray Gen’l Hospital 
Detroit Polyclinic . 
East Side Gen’l Hospital 
Evan. Deaconess Hospital 
Florence Crittenton Hospital 
Grace Hospital 

Harper Hospital 

ae Clinic 


Henry Ford Hospital 
Medical _ Clinical 
H. A. 
National Pathological 
Nottingham Clinical 
Owen Clinical 
Physicians’ Service 
Providence _Hospital 
Receiving Hospital 
St. —, PRC y Ml ORI so oe core ciate, on ope sie efasenere Detroit 
Mary’s Hospital 


Woman’s Hospital 

Seymour _Hospital 

Hurley Hospital 

Women’s Hospital 

Gamble Clinical 

Allergic & Clinical 

Blodgett Memorial Hospital 

Brotherhood Private 

Butterworth Hospital 

St. Mary’s Clinical 

Western Michigan Clinical 

Western Mich. Div. Mich. Dept. 

A. R. Hufford 

Cottage Hospital 

Department of Health 

General Hospital 

Branch Lab., Mich. Dept. 

Itzov Clinical 

City Health Department 

W. A. Foote Mem. Hospital 

Bronson Methodist a 

Dept. of Public Health 

New Borgess Hospital 

Larkum_ Clinical 

Mich. Dept. of Health 

St. Lawrence Hospital 

St. Lukes Hospital 

Diagnostic Clinic 

DUMMEENS 7 MMNPEED INN So ass oligo ca asacniio ote a elie salavers aueercustayets Monroe 

Monroe Hospital 

ge County 
Joseph Hospital 

Meme Hospital 

tetas ig REMPENUNO Ns ora iwaid-ciaip ss eae GRA wei eee Ni 
Vm. H. Maybury San 

stew maeaten he AGO TPOBDS 66.66 Scns ac eceicece Gere 

Oakland County Health Dept 

Pontiac State Hospital 

St. Clair County 

Dept. of Health 

Central Laboratory 

Hart ini 

Clinton Mem. Hospital ; 

Chippewa Co. War Mem. Hosp...............Sault Ste. 

Sturgis Mem. Hospital Sturgis... 

Traverse City State Hosnital 

Wyandotte Gen’! Hospital 


Eloise.... 


Location 


Detroit... 


[DSC Seca Once onan OC COD. i. 


Northvilic. 
Pontiac... 
Pontiac... 


Traverse City en oe ee eee ee 
oa WV IPB OOS rsks laos od obie onder Cc.M.C 


Dr.P.H., Commissioner 


MICHIGAN 


ries have complied with the regulations and have 
been approved for the serodiagnosis of syphilis and 
microscopy in the laboratory diagnosis of diphthe- 
ria, tuberculosis, and gonococcic infections, in the 
State of Michigan: 


Director 


. Howard, M.D. 
— Sc.D. 
Rothberg 
Humphrey, M.D. 
. Harrison 
. Gamble, 7 BD. 
. Gamble, M.D 
Galehouse 
a oe Mb. HO, 
. Campbell, M.D. 
Brooks, M. D. 
. Clark. M.D. 
. Wallace, M.D. 
. Brines, M.D. 
. Patterson, M.D. 
Kasper, M.D. 
Zimmerman, M.D. 
. E. Cope, M.D. 
. G. Gillespie 
. A. Brines, M.D. 
. B. Pranian 
. L. Amolsch, M.D. 
. I. Owen, M.D. 
. F. Morse, M.D. 
. A. Brines, M.D. 
. Havers, M.D. 

F. W. Hartman, M. 
<a ote MD 
. Meinke, M. 

S. Eakins, M.D. 
Hatriet B. Ainslie 
R. G. Owen, M.D. 
M. S. Tarpinian 


> nparpepranke ern 


See taerye E euee nr e: f E. Davis, M.D. 


O. A. Brines, M.D. 
Christopoulos, M.D. 
E. Davis, 13 
Rs Schaefer, M.D. 
Frank Stafford, M.D. 
D. C. Beaver, M.D. 
E. Gould, M.D. 
a oe Backus, M.D. 
5 IR Backus, M.D. 
. G. Gamble, M.D. 
. Swenson, M.D. 


. F. Morse, M.D. 
Ora M. Mills 

eg A. Itzov 

J. MacLachlan, D.V.M., H.O. 

Fie Mae Kenned 

H. R. Prentice, M.D. 
George White 
H. R. Prentice, M.D. 

. W.. Larkum, Ph.D. 


J. Golinvaux, M.D. 
R. W. McGeoch, M.D. 
>» K. Neher, M.D. 

J. Peltier 


OTROS is ioc6 oss cease ere Isabella Kennedy 
Muskegon s 


A. Spoor, M.D. 


aie 'g halons arrasore ee earn Alice Gracy, M.D. 


idles ees au Seace pacer eran C. E. Woodruff, M.D. 
Bigudi eel veo ener ecs nteecur ay TARE . A. Neafie, M.D. 
. D. Monroe, M.D., H.O. 
. E. Olsen, M.D. 
Lucile Roach 
F. T. Zieske, M.D. 
5 W. Lohr, M.D. 
- Y. 1 


o, M 


Ho, M.D 
WSTIC vcs baccu koe C Willison, M.D. 
M. Kane, M.D. 
R P. Sheets, M.D. 


rum 


Jour. M.S.MS. 
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No. Name of Laboratory 

Reg. Location Director 

4 City Laboratory. 05.60.6682. pecees eeccetecscces PRE ERM sibs 3 hd cer cbaeoe ees J. A. Wessinger, M.D., H.O. 

129 Dept. Ped. & Inf. Dis. Univ. Mich........... PEE FEES 65 066 56 6 bw cee hecese D. M. Cowie, M.D. 

127 University, Health, Services 06. . ccc ccsccnccnss PE EGON 6,5 6: 6:0i0-5:3 see Lee u oe W. E. Forsythe, M.D. 

10, Gity Healthy Departments <0 60:5 60. cic cieseiere cers Le SGC Sere ee Henry Kowalk 

fag Wess) GiiMiCalse once sce. 5 clon cecee secs cen ecels ci WO SRRReeererorercceree C. L. Hess, M.D. 

1G7 WOWCG LO ENC oreconcterana cece GOO beac vieisre meister dee GW ClOOe hic cc cn nencenswecesiee L. B. Harrison 

143 Eye, Bar, Nose & Thrt. Hosp...........cccses DCLG SA cer errr. W. F. Hamilton, M.D. 

102° Nortliy nd) Ginter. ac occ essen e+ csc ce cee PIQUE cc chet in nenncerucuased Ruth McKinney, Ph.D. 

Sh Sta rancismEtasuutals cere o6:0.0- 50's cis ces wee sectors SCANAUAG iio: cee cn sconces ce anes H. T._ Defnet KL) ris A 

35 Board of Health....... ORE CUCL ELE EE UCC CE CLC NBG sia gsieiarw cco acscac wemeeaat Jean Bradford 

124 Michigan State Sanatorium................0.- ENON es oo onc: 0 ciereicvesswccoaocneeaa Mary Joy 

Ag Grande View Hospitals oc cccescececlve cs seceded WRG WOOG so ie.c:5 5 ccnccewcansnded W. H. Wacek, M.D 

AS Mercy uirostitalecrcceccce css ceciiccccrcnece ceca ACME. 5.05 ob os cba ma Keene mons Virginia Lauzun 

AG State: GSO ata sor os. hobo erccciseniwomsenss NGAI eo 8 oe boos 4 315 Bias alone R. A. Morter, M.D 

13 Edw: Sparrow. Hospitals 6.03.66 c ccicciencccenes PAMGW es cicuce be eens ganneees N. W. Larkum, Ph.D 

195 Which Home © Er. SCHOO ..85c cece cccasees CON ec dbs cscclnwaxnss oneness, R. L. Dixon, 

196 Morgan dats. Sanatorium ..< 60.6 60s ccc cacescess MESRQUONIO soe ccciteccecanaeeouss S. Lojacono, M.D. 

63, ‘Tbackley) EROSpital se o:0:0-60:4, 60.6 and.0 0:0-0:6'0, 60) 570 ore erexatee MYSNOROM 56. 665 cee cece vances E. W. Lange, M.D. 

123 Wayne Co. Praining SCHOO! «<< 6606 ceseeas ING RO INMBN Ns bo 660k 4. wis x ereiacereecone< R. H. Haskell, M.D. 

CE \ONIVEt CON GRE. ata scare cs cvs estore a cine onesies carwane aeons OQHIV GUE x soo ca Concineercaweeseuee G. F. Forster, Ph.D. 

107 Memorial Hospital.........cccccsccsccsscses QrmGSGl es ok wien b ece weciwretwamialcges I. W. Greene, M.D. 

66 Petoskey Hospital...... Beosiais slsleies cialal se shelaiaieierd Petoskey. ........sessesccccees D. C. Burns, M.D. 

130 St. Joseph Mercy Hospitalinc ccc. ccccecncscues POMGHAC So 0506 ewe ee sc ecice cerns R. E. Olsen, M.D. 

150 State SOC Aare ction ieee ie, 8a obese sere waleteg Wersilaittteccunvsseanccdes cena G. F. Inch, M.D. 
The above laboratories have complied with Women’s Classes 


the regulations and have been approved for the 
microscopy in the laboratory diagnosis of diphthe- 
ria, tuberculosis, and gonococcic infections: 


A supplementary list of approved laboratories 
will be published as soon as the records have been 
completed. 


The provisional death rates for 1935 indicate that 
a new low has been established in tuberculosis. 
There were 2,045 deaths from this disease reported, 
as compared with 2,199 in 1934. While it is very 
difficult to establish rates on account of the fluctua- 
tion of the population in the ten-year interim of 
the Census, the figures given out by the Bureau 
of the Census for the population of Michigan in 
1934 made a rate of 43.2 per 100,000 of population 
for tuberculosis. The Bureau of the Census has 
indicated that the same population estimate will be 
used for 1935, in which case the rate would be only 
a shade over 40 per 100,000. A number of years 
ago the objective in tuberculosis control set up by 
public health workers was to reach a rate of 40 
by 1940. It would appear that Michigan has 
reached that objective four years ahead of time. 


Another new low was established in typhoid fever, 
there being only 34 deaths from this cause, as com- 
pared with 65 deaths in 1934, a reduction of nearly 
one-half. A comparison of this number with 157 
deaths in 1925, 353 deaths in 1915, and 636 deaths 
in 1905 certainly makes a very satisfactory showing. 


Diphtheria made a slight increase from_thirty- 
eight deaths recorded in 1934 to fifty-seven in 1935. 


The year 1935 was distinctly an epidemic year for 
measles with 184 deaths reported. It is hoped that 
this disease will follow its usual course of period- 
icity and that we will not have another epidemic for 
at least three years. 


One striking item revealed by the 1935 figures is 
the increase in pneumonia. The year 1933 showed 
2,756 deaths from pneumonia (all forms). In 1934 
this had risen about 20 per cent to 3,466, and 1935 
shows a further rise to 3,805 deaths, an increase of 
about nine per cent over the 1934 figures. In view 
of the fact that no widespread epidemic of influenza 
or reportable upper respiratory infections existed, 
this sharp increase in pneumonia in the last two 
years is unexplainable. 


Slightly increased rates are shown in epidemic 
meningitis and in poliomyelitis, but decreased in 
scarlet fever and whooping cough. 


The figures given here are provisional but will 


— not undergo significant changes when com- 
plete. 
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Dr. Shebesta began a new series of women’s 
classes in St. Clair County, February 24, which will 
continue for eight weeks. 

Dr. Stocking is conducting a series of women’s 
classes in Ionia County which will be followed by a 


series of classes in Washtenaw County beginning 
March 9. 


Child Care Classes 


Miss Fox began a series of child care classes in 
Gogebic County, February 3. 


Miss Cooper began a new series of child care 
classes in Macomb County, February 5 

Miss Clock began a new series of classes in Tus- 
cola County, February 17. 





Growth Arrest in Long Bones as Result 
Of Fractures that Include the Epiphysis 


During the seven and one-half years since the 
opening of the clinics at the University of Chicago, 
Edward L. Compere, Chicago (Journal A. M. A., 
Dec. 28, 1935), has seen a group of cases showing 
deformities that developed as a result of fractures 
that crossed the epiphyseal cartilage and produced 
partial or complete growth arrest. Patients treated 
for fractures of the long bones reached a total of 
693, with a total number of 819 fractures; 211, or 
34 per cent of the total number of fracture cases 
studied, were in children 14 years of age or younger 
at the time the fracture occurred. In this group 
of children were 290, or 35 per cent of the total 
number of fractures. In thirty-seven of the 211 
cases, the fracture involved the growth cartilage. 
In this group of thirty-seven patients there were 
forty-two such fractures, an incidence of 14.4 per 
cent of all the fractures in children. Of this num- 
ber, eight were old fractures admitted because of 
deformity due to arrest of growth. Three of the 
eight had been compound fractures, so that the 
growth cartilage was injured by the infection as 
well as by trauma from the fracture. Of the entire 
group of forty-two fractures, five were complicated 
by infection, in all of which growth was arrested. 
There were thirty-three fractures in which the 
epiphyseal cartilage was involved but were too re- 
cent to show deformity at the time of the first ad- 
mission. It was possible to secure an adequate 
roentgen follow-up examination in only nineteen 
of these. Of the nineteen, eighteen have shown defi- 
nite growth arrest, an incidence of 95 per cent. The 
most common fracture to extend across the epiphys- 
eal line into the epiphysis was that of the distal 
end of the humerus, while the bone that was least 
often injured in this way was the ulna. 
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GENERAL NEWS AND ANNOUNCEMENTS 








GENERAL NEWS AND 
ANNOUNCEMENTS 











The One Hundred Per Cent Club of the 
Michigan State Medical Society 


Ingham County Medical Society 
Luce County Medical Society 
Muskegon County Medical Society 
Oceana County Medical Society 
Ontonagon County Medical Society 
The above county medical societies have 
paid dues in full for each and every mem- 


ber of the County and State Medical So- 
ciety. 


Am Peper 











Graduate Course for Physicians 

The W. K. Kellogg Foundation has invited the 
350 physicians in the counties of Allegan, Barry, 
Branch, Calhoun, Eaton, Hillsdale, and Van Buren 
to be its guests for a postgraduate course at Wash- 
ington University School of Medicine, St. Louis, 
Mo. The work will begin on Monday, April 13, and 
continue daily for two weeks. The instruction will 
be given at the Washington University Medical 
Center, which includes the School of Medicine, the 
St. Louis Children’s Hospital, the Barnes Hospital, 
the St. Louis Maternity Hospital, the McMillan 
Eye, Ear, Nose and Throat Hospital, and the Wash- 
ington University Clinics. 

The course will be a practical one adapted to the 
every-day needs of the general practitioner. Work 
will begin each morning at 8:30 and will continue 
until 5:00 P. M. It is anticipated that 125 physicians 
will be able to leave their practices this year to take 
advantage of this opportunity; those unable to at- 
tend this year will be invited to next year’s course. 
The group of physicians will leave from Battle 
Creek by special train on Sunday, April 12. In St. 
Louis, they will be quartered at the Kings-Way Ho- 
tel, where a farewell banquet will be held on Friday, 
April 24. 

Twenty-two members of the faculty will present 
lectures in pediatrics, internal medicine, surgery, 
obstetrics, otolaryngology, ophthalmology, stomatol- 
ogy, physical therapy, and radiology. 


The work of the W. K. Kellogg Foundation in 
supplying postgraduate instruction to general prac- 
titioners is highly commended. It should stimulate 
other Foundations to similar endeavor. 


* * * 


The Filter System was created as of October 
30, 1935. 

* ok x 

The names of the presidents and secretaries of 
all the fifty-three county medical societies are pub- 
lished each month in THE JOURNAL oF THE MICHI- 
GAN STATE MepicaL Socrety. Find them on page xvi. 

x * x 

The Medical History of Michigan, in two vol- 
umes, may be ordered by mailing a post card to 
the Michigan State Medical Society, 2020 Olds 
Tower, Lansing. Price $2.50 per volume. 

* * * 

The dramatized radio programs of the A.M.A. 
are presented Tuesday afternoons at 5:00 o’clock 
E.S.T. over the N.B.C. network. They are well 
worth hearing. Tell your patients. 


286 


Afflicted Child Commitments: July, 1935—1,959. 
Aug., 1935—1,981; Sept., 1935—1,503; Oct., 1935~ 
1,378; Nov., 1935—847; Dec., 1935—859; Jan., 1936~— 
1,494 (net 863); Feb., 1936—1,039 (824 to miscel- 
laneous hospitals, 215 to University Hospital). 

* * * 


In 1928, the Detroit meeting of the Michigan 
nl Medical Society attracted 831 active mem- 
ers. 

In 1936, it is estimated that over 2,000 will regis- 
ter. Be there! 

* * x 

Dr. I. W. Greene of Owosso has been ap- 
pointed to the Executive Board, Medical Defense 
Committee of the Michigan State Medical Society, 
to fill the unexpired term of Dr. F. B. Miner, Flint, 
resigned. 

a. 

The Michigan State Medical Society Annual 
Meeting will be held at the Book-Cadillac Hotel, 
Detroit, September 21, 22, 23, 24, 1936. It is antici- 
pated that upwards of 2,000 will register. Get your 
hotel reservations now. 

e*s 


The Brief “Who Wants Socialized or State 
Medicine!” will be presented to the Executive 
Committee of The Council for final approva! and 
dissemination in April. A copy will be sent to every 
member of the Michigan medical profession. 

* * * 

As of March 13, the SERA case loss for Michi- 
gan was 77,611, compared to 74,351 as of February 
14, and 69,000 cases in January; the total on WPA 
as of March 13 was 102,367, compared to 96,610 on 
February 21, and 101,000 cases in January. 

x * x 


When you take care of a crippled or an af- 
flicted child, you are not alone being paid a 
greatly reduced fee, but you are potentially liable 
for a malpractice suit. Read Pepke versus the 
Grace Hospital, 130 Michigan 493 (90 N. W. 278), 
or Downes versus Harper Hospital, 101 Michigan 
565 (60 N. W. 42). 


* * * 


The Annual Meeting of the Michigan State 
Medical Society was last held in Detroit in 1928. 
Since that date meetings have been held as follows: 
1929, Jackson; 1930, Benton Harbor; 1931, Pon- 
tiac; 1932, Kalamazoo; 1933, Grand Rapids; 1934, 
Battle Creek; 1935, Sault Ste. Marie. 

* * x 


Coroner’s case: Recently, a Michigan physician 
was asked by an undertaker to sign a death cer- 
tificate for a patient whom the physician had not 
seen for three years! The law states that unless 
the physician has been called within thirty-six hours 
prior to the patient’s death, the case is a coroner’s 


case. 
* ¢ «@ 


County medical societies: Have you any new 
arrangements in vour county for medical care of 
indigents, or medical care of border-line cases, oF 
medical care of the low wage group? If so, inform 
the Michigan State Medical Society. Give the facts 
so that they may be published under county society 
news and also be integrated throughout other coun- 
ties where applicable. 

es. « 


The list of advertisers is getting larger. These 
friends of yours—without whom THE JOURNAL coul 
not be as large and as good as it is—know that you 
are reading THE JouRNAL. It is reflected in the new 
business coming their way. Won’t you please tell 
them that you saw and read their particular mes- 
sages in THE JOURNAL OF THE MICHIGAN STATE 
MEDICAL SOcrIETY? 


Jour. M.S.M.S. 
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July 20, 1936, is the deadline date for county 
medical societies which desire to invite the Michi- 
gan State Medical Society to hold its 1937 meeting 
in their community. The Constitution, Article 7, 
Section 1, states: “Any county society desiring the 
Annual Meeting shall file an application with The 
Council sixty days prior to an annual session.” The 
annual session this year begins September 21, 1936. 
* © « 


Dr. James H. Means of Boston was chosen 
president-elect of the American College of Physi- 
cians at the annual meeting in Detroit. Two Mich- 
igan physicians were also honored by the nominat- 
ing committee. They were Dr. James D. Bruce of 
Ann Arbor, made a member of the Board of Re- 
gents, and Dr. Henry R. Carstens of Detroit, put 
on the Board of Governors. 

* 2s 


A package of twenty-one booklets relative to 
state medicine, sickness insurance, and socialization 
of medicine is available to members of the Michigan 
State Medical Society and to laymen to whom they 
wish such literature mailed. Send names to 2020 
Olds Tower, Lansing, and please indicate whether 
you desire your name to be mentioned in the letter 
accompanying the package. 

* 2 4 


Thirty-five probate judges of Michigan have 
written letters to the Michigan State Medical Society 
expressing opinions on the filter system organized 
by the Society to insure that state-supplied medical 
care be limited to those rightfully requiring it. 
The letters of the judges were highly complimen- 
tary and have encouraged the State Society to 
greater effort. With the approval of the individual 
probate judges, some of the various letters will be 
published in THE JOURNAL. 

* @ 


The Washtenaw County Medical Society dis- 
tributes a monthly letter to members which includes 
the program of the month, the minutes of the last 
meeting, a message from either the President or 
the Secretary of the County Medical Society, and 
a blank space for notes on the meeting to be made 
by the member. This printed folder is organized 
by Dr. John V. Fopeano, Secretary, and materially 
aids the esprit de corps of this active medical so- 
ciety. 

, x * * 

At the American College of Physicians Convo- 
cation held at the Hotel Book-Cadillac, Detroit, 
March 4, 181 candidates were admitted to fel- 
lowship. Of this number, the following are from 
Michigan: Franklin Walter Baske, Flint; Roy Her- 
bert Holmes, Muskegon; Charles E. Lemmon, De- 
troit; Willard D. Mayer, Detroit; Elbert Smith 
Permenter, Alpena; Harold Riche Roehm, Birming- 
ham; Harold Abraham Robinson, Detroit; Lufti 
ao Sa’di, Detroit; and F. Janney Smith, De- 
roit. 

x * * 


The “Invitation to Exhibitors” was sent to 
Prospective technical exhibitors on March 28, 1936. 
Any physician desiring to display a scientific ex- 
hibit at the 1936 Annual Meeting of the Michigan 
State Medical Society should write to the Scientific 
Exhibits Committee, Dr. C. T. Ekelund, Chairman, 
6 Riker Building, Pontiac, Michigan. 

Any physician knowing of a business house which 
desires to display in the technical exhibit should mail 
a postal card to the Executive Office, 2020 Olds 
Tower, Lansing. This will be highly appreciated. 

* * * 


_The Annual Clinic of the Alumni of the Wayne 
hiversity College of Medicine will be held on 
Wednesday and Thursday, June 17 and 18. The 
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program is as follows: Wednesday, June 17—8 to 
12: Lectures and Clinics at the College Audito- 
rium; 2 to 6: Entertainment—possibly a boat ride; 
7 P. M. Class Reunions. Thursday, June 18—8 to 
12: Operative Clinics, Medical Ward walks, and 
Clinical Programs at the various hospitals; 2 P. M. 
Commencement with other Colleges of Wayne Uni- 
versity. 
* * * 

A monthly communication, to members only, 
is sent out by one or two of the county medical 
societies of Michigan. This mimeographed sheet 
contains information which should be known to the 
members of the county medical society, but is of 
such a nature that it can not be published in the 
bulletin of the county medical society, which has 
general circulation (for example, the suspension of 
a physician from membership). Such monthly re- 
ports stimulate interest in the society, and might well 
be used by most of the fifty-three county societies 
of Michigan. The cost would be very small. Re- 
turns are great. 

* * * 

The fifteenth annual series of lectures held by 
the Beaumont Foundation of the Wayne County 
Medical Society were given at the Detroit Institute 
of Arts on March 23 and 24. The lecturer was Dr. 
Charles A. Doan, Professor of Medicine and Di- 
rector of the Department of Medical and Surgical 
Research of the Ohio State University College of 
Medicine. The general subject was “Clinical Im- 
plications of Modern Physiologic and Hematology.” 
It has been the custom for several years to publish 
these lectures in this JouRNAL. This custom will be 
followed this year so that the lectures will appear 
in the June and July numbers. . 
oe a 


Judge R. T. Hudson, president of the State Bar 
of Michigan, appointed on March 16, five lawyers 
to act as a liaison committee with a similar com- 
mittee from the Michigan State Medical Society. 
Mr. Miles Knowles of Highland Park is chairman. 
Other members of the committee are Mr. Herbert 
V. Barbour of Detroit, George D. Clapperton of 
Grand Rapids, Francis J. Shields of Powell, Claude 
W. Coates of Sault Ste. Marie. The physicians 
on the Michigan State Medical Society Committee 
are Dr. A. F. Jennings of Detroit, Dr. C. W. Brain- 
ard of Battle Creek, Dr. R. H. Denham of Grand 
Rapids, Dr. H. H. Cummings of Ann Arbor, and 
Dr. C. S. Kennedy of Detroit. 

* 


“Authorization of Physical Examinations, 
Treatment, Operations and Autopsies” is an ex- 
cellent little booklet prepared by Dr. William C. 
Woodward of the American Medical Association, 
Bureau of Legal Medicine. It contains twenty-two 
pages. It discusses what constitutes lawful author- 
ity for making physical examination of a patient, 
or for performing an operation, or applying vac- 
cine, splints, roentgen rays, or drugs, or perform- 
ing an autopsy. Copies may be procured for ten 
cents by writing the American Medical Association, 
535 North Dearborn Street, Chicago. 

* 


Medical Symphony Orchestra: Michigan can 
boast one of the most complete, if not the largest 
medical symphony orchestras in the United States. 
The Wayne County Medical Society group com- 
prises fifty-three pieces, with every type of instru- 
ment represented. Its annual concert was given in 
the Detroit Institute of Arts Auditorium on March 30, 
1936. In addition to the orchestra, the Wayne Coun- 
ty Medical Society Glee Club presented a concert 
of choice presentations. The whole program was 
carried out with professional finesse, a fitting climax 
to a year of constant practice and effort on the 
part of these Detroit physicians. Congratulations! 
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Dr. Biddle Honored 


Dr. Andrew P. Biddle of Detroit was tendered a 
complimentary banquet April lst at the Hotel Book- 
Cadillac by the Wayne County Medical Society and 
the Detroit Dermatological Society. Dr. Biddle is 


one of the best known physicians in the state of 
Michigan. He has been president of the Michigan 


Dr. ANDREW P. BIDDLE 


State Medical Society, also president of the Detroit 
Academy of Medicine and Fellow of the American 
College of Physicians. He was the first president 
of the Detroit Dermatological Society. In 1925, he 
was elected president of the American Dermatologi- 
cal Society. Dr. Biddle, in addition to his profes- 
sional attainments, has been very active in civic af- 
fairs of Detroit and Wayne County. He was a 
member of the Detroit Board of Education from 
1917 to 1925 and for the past six years has been 
a member of the Detroit Library Commission. He 
also served six years on the Michigan State Board 
of Health following an appointment by the late 
Governor Ferris. 

Dr. Biddle, Dr. Angus McLean and Dr. Don M. 
Campbell in 1891 began an association which lasted 
for eighteen years in an office building located where 
the Penobscot Building now stands. Then the three 
located in the David Whitney Building when pop- 
ularity and prestige called for greater accommoda- 
tions. As the years passed, many other friends 
were made, two of whom, ex-Governor Fred W. 
Green and Dr. Leo M. Franklin, responded respec- 
tively to the toasts “Courage in the Army Medical 
Officer” and “Culture in the Education of a Phy- 
sician.” ‘John W. Smith, representing the city, paid 
his respects to the honored guest. 

Dr. Biddle is in the true sense a scion of a pio- 
neer family. His grandfather came to Detroit in 
1823 when he was appointed Registrar of the United 
States Land Office for this district. He was De- 
troit’s mayor in 1827 and 1829. He was president 
of the first constitutional convention in Michigan in 
1825. Dr. Biddle’s father, a graduate of the Harvard 
Law School, raised and drilled Union troops in the 
Civil War. Two of Dr. Biddle’s brothers went to 
West Point. 
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Dr. Biddle has not only been honored by the 
medical profession but also by Wayne University 
and the University of Michigan. He has been the 
recipient of the honorary degree of D.Sc. from 
Wayne University and M.A. from the University 
of Michigan.* 


He graduated from the Detroit College of Medi- 
cine in 1886. After many years of service as Pro- 
fessor of Dermatology, he was made Emeritus Pro- 
fessor. He is at present consultant to Receiving 
Hospital, St. Mary’s Hospital, Woman’s Hospital, 
Children’s Hospital, St. Joseph’s Mercy Hospital, to 
the Protestant Children’s Home and the Detroit 
Board of Health. Dr. Biddle was honored by the 
Michigan State Medical Society at its annual meet- 
ing at Sault Ste. Marie in the establishment of the 
Andrew P. Biddle lecture, which is to be an annual 
event. 

* * x 


“Michigan State Medical Society Night” was 
celebrated by the Washtenaw County Medical So- 
ciety on March 10, 1936. President Grover C. Pen- 
berthy of the Michigan State Medical Society pre- 
sented “A Ten Point Plan for the State Society”; 
Secretary C. T. Ekelund talked on “Our Changing 
Medical Practice”; the Chairman of the State So- 
ciety’s Public Relations Committee, Dr. L. Fernald 
Foster, spoke on “The Operation of Medical Filter 
Boards.” A large and enthusiastic attendance greeted 
these officers of the State Society. A full report 
will be printed in the news notes from Washtenaw 
in the May issue of THE JOURNAL. 


* * * 


A total of 506,719 persons viewed the medical 
exhibit at the “Little World’s Fair” in Detroit dur- 
ing the week of March 8! The Wayne County Med- 
ical Society utilized 500 square feet to demonstrate 
various phases of preventive and curative medicine. 
From the moment the exhibit hall opened each after- 
noon to the actual extinguishing of the lights at 
midnight, a long queue of people pressed to enter the 
WCMS booth. The Exhibits Committee of this 
County Society deserves great congratulation for 
this unusual work of education. It should inspire 
other county medical societies to similar endeavor. 
The public is begging for medical information. It 1s 
the profession’s duty to provide it. It can best be 
done through the county medical society. 


*x* * * 


Dr. J. W. Hauxhurst of Bay City, Michigan, 
who has been a member of the Bay County Medi- 
cal Society and the Michigan State Medical Society 
for fifty years, was recently recommended by The 
Council for Honorary Membership in the Michigan 
State Medical Society. Upon hearing of this pro- 
posed honor, Dr. Hauxhurst, who is eighty-eight 
years old, immediately demurred to the Secretary 
of his County Medical Society, saying that he was 
too young to be “retired” into Honorary Member- 
ship and that he wished to continue as an active 
member of his Medical Society. In notifying the 
State Society, the County Secretary stated that Dr. 
Hauxhurst has not missed a meeting of the County 
Medical Society in twenty-five years. When Dr. 
Hauxhurst was notified by the State Society that 
he was still very much an active member, he re- 
plied: “I am sure if I were only an honorary 
member of our Society I would not feel attracted 
to its meetings. I do derive much benefit and pleas- 


*In this connection the reader is referred to the editorial 
“Getting Along by Degrees,” volume 34, page 673, MICHIGAN 
State MeEpIcaL JourNAL, in which this JouRNAL paid its 
compliments to Dr. Biddle. 


Jour. M.S.AMLS. 
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ure from the meetings and the personal contact with 
the membership, and I am moved to think after- 
wards on subjects read and discussed which other- 
wise would lie dead to me. If my ability to con- 
tinue on this path will permit, such is my decision, 
and the terminal will be reached when I am ripe for 
the harvest.” 


* * * 


“Michigan State Medical Society Night” 
at Flint, February 19 


The Genesee County Medical Society arranged a 
“Michigan State Medical Society Night” at the 
Dresden Hotel, Flint, on Wednesday, February 19, 
1936. Dinner was served at 6:30, followed by a 
program of addresses by the guests. 


Dr. R. D. Scott, president of the Genesee County 
Medical Society, introduced the toastmaster, Dr. F. 
E. Reeder, speaker of the House of Delegates of 
the Michigan State Medical Society. He presented 
Dr. L. Fernald Foster of Bay City, chairman of the 
Public Relations Committee of the State Society, 
who defined “integration.” Dr. C. T. Ekelund, Pon- 
tiac, Secretary of the State Society, spoke on “What 
Price Socialism.” Dr. Grover C. Penberthy, Detroit, 
president of the State Society, gave “The State So- 
ciety’s Five Year Program.” Dr. Henry Cook, Flint, 
chairman of The Council, spoke on “The ‘Busyness’ 
of the Michigan State Medical Society.” Mr. Wm. 
]. Burns, Executive Secretary of the State Society, 
discussed “What Can a County Society Do to Solve 
Its Own Problems?” 


Judge Frank L. McAvinchey, Probate Judge of 
Genesee County, presented “The Opportunities in 
Medical Practice,” which was received with such 
enthusiasm that the speaker was elected an Hon- 
orary Member of the Genesee County Medical So- 
ciety. 

Among the 126 present at this memorable affair 
were: Drs. H. M. Best of Lapeer, D. J. O’Brien of 
Lapeer, D. Tarter and W. G. Gamble of Bay City, 
W. E. Ward and I. W. Greene of Owosso, H. 
Graham of Mt. Morris, L. A. Farnham of Pontiac, 
B. R. Sleeman of Linden, Roy Herbert Holmes of 
Muskegon, James Houston of Swartz Creek, F. L. 
Covert of Gaines; E. P. Trobert, Attorney; 
O. B. Pike, Credit Manager; M. S. Van Geison, M. 
C. Beesher, B. A. Schuff, S. S. Gorne, D. F. Peaver, 
Geo. E. Anthony, Allen E. Brunson, F. E. Ludwig, 
Gayle Spann, V. E. Linden, J. Finkelstein; C. Man- 
kinern of Ashtabula, Ohio, and R. B. Daig of Flint; 
Drs. C. P. Clark, R. G. Pett, C. W. Colwell, S. I. 
Foley, R. S. Morrish, G. R. Backus, D. R. Wright, 
J. C. Benson, G. C. Matthewson, R. G. Brain, James 
A. Olson, O. C. Pratz, F. H. Steinman, W. H. Win- 
chester, J. W. Handy, Herman G. Rosenblum, L. A. 
Lambert, C. E. Walden, L. Shantz, C. K. Stroup, 
M. S. Chambers, L. L. Willoughby, R. M. Bradley, 
G. L. Willoughby, W. B. Hubbard, W. H. Marshail, 
A. S. Weelock, F. B. Miner, A. H. Kretchmar, R. W. 
MacGregor, Geo. D. Sutton, G. H. Bahlman, S. Con- 
over, D. M. MacGregor, S. T. Flynn, J. A. Spencer, 
Otto Preston, Max Burnell, B. E. Burnell, D. L. 
Treat, E. A. Irvine, Harold Woughter, R. A. Steph- 
enson, F. W. Baske, G. V. Conover, H. H. Hiscock, 
A. Thompson, W. W. Stephenson, Joseph A. Mack- 
sood, Robert Gregg, V. Richeson, D. C. Smith, E. 
Rumer, H. Jefferson, S. S. Sorkin, H. M. Golden, 
D. k. Wark, J. W. Evers, D. C. Adams, H. F. 
Grover, F. A. Roberts, F. W. Bald, C. J. Scavarda, 
C. C. Probert, H. Marsh, T. N. Wills, A. T. Bona- 
than, C. H. O’Neil, James A. Rowley, Herbert 
Whitc, I. D. Odle, B. W. Malfroid, R. W. Streat, 
A. |. Reynolds, Geo. R. Goering, V. H. Morrissey, 


A. C. Blakeley, E. D. Rice, and Bernard F. Corbett, 
all of Flint. 


Aprii., 1936 


Dr. Barstow, Councillor of the Eighth District 


Dr. W. E. Barstow of St. Louis, Michigan, was 
appointed by President Grover Penberthy as coun- 
cillor of the eighth district to fill out the unexpired 
term of Dr. Julius Powers of Saginaw, who has 
resigned after a number of years as a member of 
the council of the Michigan State Medical Society 








Dr. W. E. Barstow 


and as president of the council and executive 
committee. 

Dr. Barstow was born in Gratiot County, Michi- 
gan, in 1877. He received his early education in 
Ithaca High School and later attended and grad- 
uated from the University of Michigan Medical 
School in 1905. During his senior year at the Uni- 
versity, he was on the student staff of Dr. Walter 
Parker. Since his graduation 31 years ago, he has 
practiced his profession in St. Louis, Michigan. 
He was associated with Dr. Brainard as first as- 
sistant surgeon in Brainard’s Hospital from 1910 
to 1920. He has been a member of the Michigan 
State Medical Society for thirty vears, secretary of 
the county society for two years and president of 
the county society for two terms. He is a mem- 
ber of the staff of St. Mary’s Hospital, Saginaw, 
and vice president of the staff of the R. B. Smith 
Memorial Hospital at Alma. Dr. Barstow takes 
the position of councillor of the Michigan State 
Medical Society after a prolonged and active ex- 
perience in the county medical society. Both state 
society and Dr. Barstow are to be congratulated 
on the appointment which will mean to Dr. Bar- 
stow a wider field of service and to the Michigan 
State Medical Society an active and aggressive 
worker in succession to Dr. Powers, who has also 
given of his time and ability unstintingly in the 
interests of the profession. 

* @ s 


The filter system of the Michigan State Medi- 
cal Society is still making many friends for phy- 
sicians in various counties. Probate judges and poor 
commissioners are writing glowing accounts of the 
splendid codperative work of their physicians in the 
county medical societies, and how the filter program 
is cutting cases to those needing medical service, 
and saving money for the state and counties. 
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Judge Clair R. Black of Saint Clair County, Port 
Huron, writes a tvpical letter of satisfaction and 
congratulation for the medical profession’s work in 
this emergency: 


Dr. L. Fernald Foster, 
Michigan State Medical 
2020 Olds Tower, 
Lansing, Michigan. 
Dear Doctor: : 
I have your letter of March 12 in reference to the 
filter system and answer your questions as follows: | 
(1) The medical profession in this county is cooperating 
fully. 
(2) The hospitals are codperating fully. | 
(3) The problems that have arisen in this county have 
been taken care of by the members of the local 
medical profession. : 
(4) Both the medical and financial 
working out in splendid shape. | ‘ 
The filter system is doing wonders in this country! Al- 
though we can not tell at this time the actual amount of 
money saved as a county during the last three months, 
and will not know until April, I know we are making a 
great saving. Many people who would have asked the 
county for medical aid are now going back to their family 
doctor. Up to the present time we are quite satisfied with 
the filter system. 


Society, 


filter system are 


Very truly yours, 
_ (Signed) Crair R. Brack, 


March 18, 1936. Judge of Probate. 


* * * 


New Medical Dean 


The Medical Department of Wayne University, 
Detroit, is to have a new, full time dean in the 
person of Dr. Raymond B. Allen, associate dean 
of Columbia University Medical School. The ap- 
pointment was made by the Detroit Board of Edu- 
cation on March 11. Dr. Allen’s salary will be 
$8,500. The appointment takes place May 18th. 
Former dean, Dr. William H. McCraken. resigned 
in June, 1935, owing to ill health. Dr. William J. 
Stapleton Jr. of Detroit was appointed acting dean 
until a successor to Dr. McCraken might be ap- 
pointed. Dr. Stapleton has given entire satisfac- 
tion to the college as well as to the Board of Edu- 
cation. He will hold the position of associate dean. 

Dr. Allen graduated from the University of 
Minnesota Medical School in 1928. After a short 
time in practice at Minot, North Dakota, he entered 
the Mayo Clinic at Rochester on a fellowship and 
was awarded a Ph.D. in urology in 1934. He went 
to Columbia the same year, where he was made 
associate dean in charge of graduate studies. He 
was also associate director of the New York Post 
Graduate Medical School and hospital of the 
Columbia University. 


* *K OK 


American Medical Golfers Play 
in Kansas City, Monday, May 11 


The American Medical Golfing Association will 
hold its twenty-second annual tournament at the 
Mission Hills Country Club and the Kansas City 
Country Club in Kansas City on Monday, May 1], 
1936. 

To accommodate comfortably the large entry 
which is anticipated, the Kansas City Committee 
has arranged play over two very fine courses which 
touch corners: the Mission Hills Country Club and 
the Kansas City Country Club. Their club houses 
are only one mile apart and ample transportation 
between the two has been arranged. Dinner for all 
players will be served in the Mission Hills Club 
House. 

Seventy Trophies and Prizes 

Thirty-six holes of golf will be played in com- 
petition for the seventy trophies and prizes in the 
nine events. Trophies will be awarded for the As- 
sociation Championship, thirty-six holes gross, The 
Will Walter Trophy; the Association Handicap 
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Championship, thirty-six holes net, 


The Detroit 
Trophy; the Championship Flight, First Gross, 
thirty-six holes, The St. Louis Trophy; the Cham- 
pionship Flight, First Net, thirty-six holes, The 


President’s Trophy; the Eighteen Hole Champion- 
ship, The Golden State Trophy; the Eighteen }fole 
Handicap Championship, The Ben Thomas Trophy; 
the Maturity Event, limited to Fellows over 60 
years of age, The Minneapolis Trophy; the Oldguard 
Championship, limited to competition of past presj- 
dents, The Wendell Phillips Trophy; and the Kickers 
Handicap, The Wisconsin Trophy. Other events and 
prizes will be announced at the first tee. 

1,150 A. M. G. A. Members in Every State of the 
Union 

Dr. M. M. Cullom of Nashville, Tennessee, js 
president and Dr. W. Albert Cook of Tulsa, Okla- 
homa, and Dr. Walt P. Conaway of Atlantic City 
are vice presidents of the American Medical Golfing 
Association, which was organized in 1915 by Dr. Will 
Walter, Dr. Wendell Phillips and Dr. Gene Lewis, 
and now totals 1,150 members, representing every 
state in the union. The living past presidents in- 
clude Dr. Thomas Hubbard of Toledo, Dr. Fred 
Bailey of St. Louis, Dr. Edward Martin of Media, 
Pennsylvania, Dr. Robert Moss of LaGrange, Texas, 
Dr. Charlton Wallace of New York, Dr. Will Wal- 
ter of Chicago and Charlottesville, Virginiz, Dr, 
James Eaves of Oakland, California, Dr. Chester 
Brown of Danbury, Connecticut, Dr. Samuel Childs 
of Denver, Dr. W. D. Shelden of Rochester, Minne- 
sota, Dr. Walter Schaller of San Francisco, Dr. 
Edwin Zabriskie of New York, Dr. Frank A. Kelly 
of Detroit, Dr. John Welsh Croskey of Philadelphia, 
Dr. Homer K. Nicoll of Chicago, and Dr. Charles 
Lukens of Toledo. 

Kansas City Golf Committee 

The Kansas City Committee is under the general 
chairmanship of Dr. Clarence Capell, Rialto Build- 
ing, Kansas City, Missouri. He will be assisted by 
Drs. A. W. McAlester, Jr., Logan Clendenning, and 
A. C. Griffith, on Entertainment; Drs. A. E. Jones, 
E. R. DeWeese, C. A. McGuire, D. A. Williams, 
Cliff Mullen, Lewis Allen, and Harold Roberts, on 
Prizes; Dr. A. S. Welch on Publicity; Drs. T. A. 
Kyner, J. S. Snyder, Clarence Sanders, on Trans- 
portation; Drs. C. D. Cantrell and J. Q. Chambers, 
on Scoring; Drs. Chas. C. Dennis and Kip Robin- 
son, on Starting. 

Application for Membership 

All male Fellows of the American Medical As- 
sociation are eligible and cordially invited to become 
members of the A. M. G. A. Write the Executive 
Secretary, Bill Burns, 722 W. Lenawee Street, Lan- 
sing, Michigan, for an application blank. Partici- 
pants in the A. M. G. A. Tournament are required 
to furnish their home club handicap, signed by the 
secretary. No handicap over 30 is allowed, except 
in the Kickers’ (Blind Bogey). Only active mem- 
bers of the A. M. G. A. may compete for prizes. 
No trophy is awarded a Fellow who is absent 
from the annual dinner. 

The twenty-second tournament of the American 
Medical Golfing Association promises to be a happy 
affair. The officers anticipate that some two hun- 
dred medical golfers from all parts of the United 
States will play in Kansas City on May 11. 
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Physicians and Probate Judges 
Meet in Bay City : 


The Bay County Medical Society and its Public 
Relations Committee successfully conducted a meet- 
ing with governmental officials at the Wenonah Ho- 
tel, Bay City, on Friday, February 28, 1936. 

The County Medical Society invited some seven- 
teen probate judges and a number of county poor 
commissioners and others connected with some phase 
of the filter system developed by the Michigan State 
Medical Society in connection with medical care of 
afflicted and crippled children under Michigan Acts 
No. 236 and 274. Among those who attended this 
joint meeting were Judges Date J. LaGoe of Mid- 
land County, H. Walter Cooper of Tuscola County, 
Charles E. Moore of Crawford County, Frank L. 
McAvinchey of Genesee County, Geo. A. Cuyler of 
Alcona County, Roy J. Crandell of Arenac County, 
D. J. Kavanagh of Bay County; Commissioners E. S. 
Sias of Midland County, John R. Cotter of Bay 
County, P. B. Johnson of Bay County, and Geo. 
J. Laetz of Bay County; Dr. A. R. Miller, Mayor 
of Harrisville, Alcona County, Mr. O. K. Schuman 
of Crawford County; Doctors Henry Cook of Gen- 
esee County, G. L. McKillop of Otsego County; Mr. 
Wm. J. Burns, Executive Secretary of the Michigan 
State Medical Society, and Dr. C. R. Keyport of 
Crawford County. 


Dr. Cook and Judge McAvinchey Speak 


Dr. M. C. Miller, Auburn, President of the Bay 
County Medical Society, turned the meeting over to 
Dr. R. C. Perkins, Chairman of the local Public 
Relations Committee, who explained that this con- 
ference was for the purpose of ironing out any 
difficulties or misunderstandings in connection with 
the filter system and for the discussion of possible 
weak spots in the program. Dr. Perkins called 
upon Dr. Henry Cook of Flint, Chairman of The 
Council of the Michigan State Medical Society, who 
outlined the movement from its inception on October 
30, 1935; upon William J. Burns, Executive Secre- 
tary of the Michigan State Medical Society, who re- 
ported on the progress to date of the filter system; 
and upon Judge Frank L. McAvinchey of Genesee 
County, who stated at the outset that this program 
had resulted in two important accomplishments : 
recognition by State officials of the Probate Judges 
Association and of the Michigan State Medical So- 
ciety. He reported on the excellent results in 
various counties where the filter has been working, 
and stated that the filter system will have saved the 
State of Michigan approximately $600,000 this year 
as the number of commitments have been reduced 
materially and the expenses about 50%. Judge Mc- 
Avinchey read letters from the various probate 
judges of Michigan, giving their frank comments on 
the program. He urged the county medical societies 
to keep close contact with their probate judges, and 
in turn asked the probate judges to wait on the 
physicians of their various districts. He suggested 
that filter committees make reports to the probate 
judge after each meeting of the committee, giving 
a short report, a diagnosis in plain English, and 
recommendations on each case. He appealed to 
oth groups for cooperation and perfect under- 
standing, to make the whole program more efficient 
and economical, or otherwise an effort might be 
made by certain politicians to change the laws and 
throw the expense from the State on to the poverty- 
Stricken counties. 

Judges LaGoe, Cooper, Kavanagh, Moore, Cran- 
dell, and Cuyler were called upon and gave their 
viewpoint relative to the filter system. Others who 
spoke were O. K. Schuman, publisher of Grayling, 
Mr. E. S. Sias, Mr. Geo. J. Laetz, Drs. C. R. Key- 
port and P. R. Urmston and L. Fernald Foster. 
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GENERAL NEWS AND ANNOUNCEMENTS 


Joint Work of Judges and Physicians Required 


Dr. Cook closed the meeting by stating that if 


and when the Schedules A, B, C, and D are rein- 


stated as of April 1, 1936, according to the resolu- 
tion of the Crippled Children Commission, the co- 


operation of the judges and the medical profession 


will be necessary to keep the load down. Success 
depends upon the tightness of the system with all 
cases being filtered. He recommended that the next 


integration program of the Public Relations Com- 


mittee should be a post payment system adopted by 


the individual practitioner to help the people to be 


self-sustaining. 































































































































Dr. JuLttus Powers of Saginaw 


Dr. Powers has resigned as councillor of 
the eighth councillor district after a number 
of years of valuable service to the Society. 
He was chairman of the Council during 1934- 


1935. 





A Significant Appointment 


There has been a noteworthy tendency of recent 
years for not only industrial but for pharmaceutical 
firms as well to engage in research in the depart- 
ments of manufacture in which they are engaged. 
This tendency it is needless to say is commendable 
inasmuch as the consumer of the product is the 
beneficiary. The appointment of Dr. Albert L. 
Raymond as director of the research laboratory of 
G. D. Searle and Company of Chicago is announced. 
Dr. Raymond has been connected with the Rocke- 
feller Institute of Medical Research for the past 
nine years. For two years he was a National Re- 
search Fellow working on the problems connected 
with the biological mechanism of carbohydrate 
degradation. Dr. Raymond holds the degree of 
Ph.D. from the California Institute of Technology. 
He is a member of the American Chemical Society 
and the American Society of Biological Chemists. 

In an interview Dr. Raymond says: “I know of 
no field offering greater facilities for the practical 
application of biochemical research than the labora- 
tory of a pharmaceutical house. Here we come in 
first hand contact with the problems of that work- 
ing scientist, the practicing physician, and this is a 
great incentive to provide him with better chemical 
instruments with which to fight disease.” 
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Acknowledgment of all books received will be made in 
this column and this will be deemed by us a full com- 
pensation to those sending them. A selection will be 
made for review, as expedient. 


THE 1935 YEAR BOOK OF NEUROLOGY, PSYCHI- 
ATRY AND ENDOCRINOLOGY. Neurology edited 


by Hans H. Reese. M.D., Professor of Neurology and 


Psychiatry, University of Wisconsin Medical School. 
Psychiatry edited by Harry A. Paskind, M.D., Assistant 
Professor of Nervous and Mental Diseases, Northwest- 
ern University Medical School; Attending Neurologist, 
Evanston Hospital; Associate Attending Neurologist, 
Michael Reese Hospital. Endocrinology edited by Elmer 
L. Sevringhaus, M.D., Associate Professor of Medicine, 
University of Wisconsin Medical School. The Year 
Book Publishers, Inc., 304 South Dearborn Street, 
Chicago. ; $3.00. 


The authors have included endocrinology. along 
with neurélogy and psychiatry in the 1935 Year 
Book. Wehaye had occasion to, review séveral of 
these Year Books on.different subjects and have 
said that the stdhding of the various editors is a 
guarantee of the quality of the work. The same, it 
goes without saying, is true of the present volume. 
The reader will find a careful review of all im- 
portant results of recent teaching of the various 
subjects. This work of over 750 pages embodies the 
latest research and teaching of the subjects under 
consideration... A comprehensive index renders the 
work extrengely satisfactory as a book of reference. 


my 





A TEXTBOOK OF ROENTGENOLOGY, THE ROENT- 
GEN RAY IN DIAGNOSIS AND TREATMENT. 
By Bede J. Michael Harrison, M.B., Ch.M., C.M.R.E. 
(Cantab.) F.A.C.R., Director of the Department of 
Roentgenology, Vancouver General Hospital, Roentgen- 
ologist to Vancouver Public Health Institute for Dis- 
ease of the Chest. Pages, 826. Illustrated. Price 
$10.00. Baltimore: William Wood and Company, 1936. 


During the four decades since the discovery of 
the x-rays, there have been numerous books on 
various phases of diagnostic Roentgenology and 
Roentgen Therapy, many of them excellent. They 
have been for the most part books for the specialist. 
While the present work will be found of interest 
to the specialist, it is one for the internist, the sur- 
geon and the general practitioner as well, inasmuch 
as it correlates the x-ray findings with pathology. 
It emphasizes the roentgenologist’s position in the 
medical profession as a consultant. The specialist in 
roentgenology will find the work of particular value 
since it supplies a knowledge of gross pathology 
which is an essential part of his professional equip- 
ment. On the other hand, the internist, the surgeon 
and the general practitioner, by studying its pages, 
will be in a position to obtain the greatest help from 
the roentgenologist. Harrison’s textbook contains 
chapters on x-ray physics, radiophysiology and biol- 
ogy, the purpose of which is to enable the reader 
to brush up on these essentials to an understanding 
of the subject of roentgenology and radiotherapy; 
the following chapters deal with regions of the body, 
their anatomy, physiology and pathology, particularly 
gross pathology, and then is given in detail the cor- 
relation of the roentgen findings with the under- 
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lying pathology. In this respect, the work is unique. 
It should be made clear that no attempt is made to 
provide anatomy, physiology and pathology in one 
volume. Only the anatomy, physiology and pathol- 
ogy of those parts that are altered in a gross way by 
disease are presented, inasmuch as _ roentgenology 
is concerned with changes that are visible to the 
eye. Hence such a work is possible without being 
voluminous. The book is admirably indexed and 
provided with an analytical table of contents. The 
author and the publisher are to be commended 
on producing a work for which there is a crying 
need. The jargon of the roentgenologist is inter- 
preted in plain comprehensible terms to those who 
consult with him. 





RECENT ADVANCES IN CARDIOLOGY. By Terence 
East, M.A., D.M., F.R.C.P., Physician, Kings College 
Hospital and. Woolwich Memorial Hospital, and Curtis 
Bain, M.C., D.M., M.R.C.P., Physician, Harrogate 
General Hospital. Third Edition, with 14 plates and 
85 text figures. Philadelphia: P. Blakiston’s Son & 
Co., Inc., 1012 Walnut Street, 1936. 


This is one of the “Recent Advances Series” of 
which there are about two dozen, which cover the 
recent advances in the various fields of medicine. 
The authors have, apparently, reviewed the recent 
literature covering cardiac diseases and, in this work, 
have, in their own language, discussed the subject- 
matter found in the late literature. Much of their 
discussion, however, covers knowledge that can not 
be regarded as recent. The book amounts to a 
concise discussion of cardiac and related diseases in 
the light of knowledge found in recent literature. 

The many fine reproductions of electrocardio- 
graphs and of radiographs serve well to illustrate 
the points in their discussion. Throughout the book, 
as one would expect, there is a profuse biblography. 





CLASSIFIED ADVERTISEMENTS 


MORPHINE AND OTHER DRUG ADDIC- 
TIONS—Institutional care and treatment of se- 
lected patients who have responsibilities, wish to 
make good and learn how to keep well; methods 
easy, regular, humane. Twenty-eight years’ expe- 
rience. Dr. Weirick’s Sanitarium, Elgin, III. 





CHARTERS’ MATERNITY HOSPITAL 


A private hospital and home for young women 
desiring seclusion. Patients accepted any time 
during gestation. Physicians are requested to 
furnish a prenatal certificate. Rate reasonable. 
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ASSISTANCE TO MEDICAL WRITERS—Re- 
search, Abstracts, Translations. Papers prepared. 
Personal work, not a Bureau. Twelve years’ 
medical literary experience with leading medical 


societies and journals. Florence Annan Carpenter, 
413 St. James Pl., Chicago, II. 
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